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Many plans for postwar postgraduate and undergraduate medical education 
are being presented and studied by the Council on Medical Education and Hos- 
pitals, the Council on Medical Service and Public Relations, the War Participa- 
tion Committee and the Committee on Postwar Planning of the American 
Medical Association, the Association of American Medical Colleges, the Pro- 


TABLE 1.—REQUESTS FOR POSTWAR COURSES.* 


Short Courses Long Courses 


(6 Months or (More Than Total 
Less) 6 Months) Courses 

Anesthesiology 6 6 12 
Dermatology and syphilology 8 4 12 
Hospital administration 1 2 3 
Internal dici: 99 87 186 
General dici 3 61 154 
Neurologic surgery 4 4 8 
Obstetrics and gynecology. 56 62 118 
Ophthalmology 17 25 42 
Orthopedic surgery 7 17 24 
Otolaryngology 14 27 41 
Pathology 5 11 16 
Pediatrics 16 18 34 
Plastic surgery 0 1 1 
Psychiatry and neurology 17 20 37 
Public health 2 3 5 
Surgery 86 154 240 

Total 452 518 970 


* Based on early returns from a pilot questionnaire to 3,000 medical officers.’ 


curement and Assignment Service, the Advisory Council on Medical Education, 
the Advisory Board for Medical Specialties, the Rockefeller Foundation, the 
W. K. Kellogg Foundation, the John and Mary R. Markle Foundation, the 
Surgeon General’s Committee, and many others. The resulting discussions will 
undoubtedly produce a practical solution, or several solutions, which can and 
will be used by all of the medical schools and hospitals. This search for a pro- 


* From the Departments of Eaveiclegy and Pediatrics, Duke University School of a ef and Duke 
Hospital, Dur N. C. Read at the Fifty-fifth Annual Meeting of the Association of American 
Medical Colleges, held in Detroit. ‘October 23-25, 1944. 
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gram has already raised the morale among medical officers, though an occasional 
one suspects postwar training as part of a plot to prolong regimentation and to 
delay return to bread winning practice. 


POSTWAR POSTGRADUATE TRAINING 

Postwar postgraduate training probably is the most discussed subject among 
the 55,000 medical officers in the armed services. Eighty per cent of the replies 
to the recent American Medical Association questionnaire expressed a desire 
for postwar training for periods of three months (7 per cent) to over two years 
(11 per cent) in a variety of subjects (Table 1). Fifty-two per cent of the 
medical officers wanted to become qualified for the specialty boards, and 17 per 
cent already were licentiates.' The following letter from J. R. McShane, a naval 
medical officer in the South Pacific,? is an example of the hundreds received by 
the faculties of medical schools: 


“T realize that it may be rather early in the game to start talking about 
postwar plans, but those plans seem to be on everyone’s mind these days. 
After all, it is only the hope that this will all soon be over—that keeps us 
going at times. I have met a lot of young medical officers in both branches 
of the service, who are greatly concerned about the future of medicine and 
of their part in it. This is not quite so selfish as it sounds at first, in that these 
men have spent their entire early lives in training in a field that may well be 
closed to them when they are ready, especially those who wish to enter fields 
in which further training is absolutely essential. 


“We have discussed our own futures at length and most times the out- 
look is rather on the dark side. Those graduates who completed their medical 
education between the years of 1939 through 1944 may well be a “lost gen- 
eration” in medicine. Inasmuch as they have had, for the most part, only 
nine to eighteen months of hospital training, they are not ready to set them- 
selves up in the world, and desire further hospital work. The older men 
have had a fair amount of experience and will probably go out into the world, 
while the younger men, some of whom are being trained at the government’s 
expense, are coming out at a time when the armed forces are reaching their 
quotas and the demand for all types of personnel, while still present, will 
undoubtedly be a great deal under the demand of the past two years. 


“The question in our minds at this time is: Are we going to be able to 
train as we desired in Class A hospitals, when we return to civilian life? I, 
for one, am perfectly willing—yes, glad to have given my time and effort to 
this great war and to do what is necessary to insure a complete victory. But 
it would seem a bit unfair to have all of the good training positions in teach- 
ing hospitals filled by those fortunate enough to obtain their education at 
federal expense, while we—born at the wrong time in this century—are not 
able to finish what we started so long ago. This is not written in an unpatriotic 
spirit at all; it is merely trying to find just where we stand, when and if we 
do return.” 


The answer to the question in this and similar letters is simple if every medi- 


cal school and hospital will assume responsibility for its own graduates and 
former house staff, as well as for the physicians who had been in practice in their 
localities, and make definite plans now for their postgraduate training. This 
program can best be arranged on a local and personal basis, first, because the 
present medical officers, just as we did in the last war, write to their former hos- 
pital and medical school chiefs about jobs and have confidence in their recom- 
mendations, and, second, because these chiefs who know their graduates can 
arrange unofficially for a more flexible training program to fit each case than 
could be set up through the usual agencies. Obviously, there must be a variety 
of possibilities, which will provide whatever type of training the returning medi- 
cal officer desires. The plan presented here will be followed by the medical 
schools of Duke and North Carolina Universities, the Bowman Gray School 
of Medicine of Wake Forest College, and the cooperating North Carolina hos- 
pitals unless a better one is evolved. This program has been submitted to the Duke 
graduates in the various theatres of operation and their valuable suggestions have | 
been incorporated. 


Analysis of the Duke, North Carolina and Wake Forest problem: As Soskin 
has reported,® medical officers are of four groups: (a) interns with 9 to 12 
months of training; (b) residents with 18 to 36 months of hospital experience; 
(c) former general practitioners, and (d) former specialists. Of the 674 North 
Carolina physicians in the Army, Navy and Public Health Service,‘ approxi- 
mately 100 are ex-interns and 100 are ex-residents*—of the most recent Duke, 
North Carolina and Wake Forest graduates of the 1939 to 1944 classes, the 
“lost generation,” who are on active duty, 6624 per cent had only nine months 
of internship; and the remainder had only 9 to 18 months of residency. Of the 
474 North Carolina physicians who had been in practice before going on active 
duty, 395 had been general practitioners and 79 had been specialists. It is prob- 
able that at least 25 per cent of each of these four groups will remain perma- 
nently in the services, because of the needs of the Veterans Administration, the 
large postwar standing army and navy, the compulsory universal training pro- 
gram and the medical services of the occupied territories. Some of them may ob- 
tain postgraduate training abroad under American or foreign teachers, and some 
will be given credit by the specialty boards for their war experience. It also is 
probable that demobilization will be more gradual than it was after the last war, 
and it is a likely assumption that in 1946, 25 per cent of the medical officers may be 
discharged, with a similar number in 1947 and 1948. In other words, if these 
calculations are reasonable, and at present they cannot be more than guesses— 
most of the medical officers hope that these dates are ultraconservative—Duke, 
North Carolina and Wake Forest should plan to provide training each year 
during 1946 to 1948 inclusive for approximately 25 ex-interns, 25 ex-residents, 
100 former general practitioners and 20 former specialists, as well as to furnish 
the usual internships and residencies for the current graduating classes. This 
training can be supplied if the medical schools and hospitals cooperate, if the 


* These figures are minimum estimates as 829 physicians were trained at the three North Carolina 
medical schools from 1939 to 1944. - 
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G.I. Bill of Rights or the Foundations provide the money, and if the medical 
teachers in the armed forces are demobilized in the first group, but it can, will and 
must be made available regardless of these facilitating factors. 


Suggested solution of the problem: The ex-interns will need residencies of 
12 to 36 months and the ex-residents will want residencies of 6 to 24 months— 
some of them will want more than they can take, particularly the middle aged 
members of the lost generation who have acquired families during their three to 
six years of service. Therefore, many of these residencies must be externships.** 
The general practitioners will require “refresher” or “brush-up” courses of 2 
to 6 months, and the specialists can obtain special “tutoring” and office and hos- 
pital experience with older licentiates of the specialty boards. In addition, train- 
ing should be provided at the three North Carolina medical schools in the basic 
medical sciences—anatomy, biochemistry, physiology, pharmacology, bacteriol- 
ogy and pathology—for at least three reasons: First, the requirements of the 
specialty boards must be satisfied; secondly, the general practitioner needs this 
training to help him improve his practice of medicine, and, finally, it is highly 
desirable to encourage some of the returning medical officers to become teachers 
in these subjects in which they are greatly needed if good teaching and high re- 
search levels are to be maintained after the war. So far there have been very 
few requests for training in the basic sciences. Medical schools must raise pre- 
clinical salaries sufficiently to attract more medical graduates into preclinical 
teaching for one of the main reasons for the dearth of M.D.s in this field is 
economic. 


All plans must be modifiable to accommodate for the wide range in the re- 
turning medical officers’ prewar status, their variety of war experiences—field 
or hospital duty—and their rate of demobilization. For example, some of the 
ex-interns and ex-residents who return each year may elect to specialize in 
pediatrics and desire one or more years of pediatric residency, while others may 
want to become general practitioners and need only three to six months of 
postgraduate training in pediatrics, obstetrics and medicine. Arrangements, like 
those in Table 2, already have been made to provide sufficient pediatric resi- 
dencies in North Carolina, and a similar program can be planned in the other 
specialties or combinations of specialties.® 


As shown in Table 2, the North Carolina hospitals have six prewar approved 
pediatric residencies and have adequate facilities for an additional ten. For those 
residencies which are not as yet approved by the American Medical Association 
and the specialty boards, a rotating program probably would be acceptable if 
sponsored by the three approved hospitals, i.e., if the Duke, North Carolina 
Baptist and Watts Hospitals should appoint sixteen residents instead of six, each 
of them would spend six months at these three hospitals and periods of three 
** Extract f. a letter from one of the medical officers: ‘There is one side of the question over- 

looked in ‘al the postwar training programs. It is a human side, but I think it very important. 
Most of the medical officers in the services will have been away from their homes, wives and 
families for a long time. Upon their return, they will want to catch up on their home life. The 
thought of being an intern or resident again with very little time at home, is going to stop many 
from entering a postwar training program even if it is free. Externships should be created for 


A returning medical officers, utilizing some of the extra free time for review work in the basic 
sciences®. 
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months each in two of the unapproved residencies under the supervision of a 
licentiate of the American Board of Pediatrics, thereby obtaining a broader 
training in pediatrics than would be possible in twelve months at one institution. 
As suggested by the Tufts plan,’ valuable experience can be obtained in a small 
hospital under the supervision of a well trained specialist. This program can be 
started tomorrow morning or at any time a medical officer returns, and is flexible 
enough to fit the needs of those who want only three to six months of pediatric 
training, as well as of those who desire one or more years in order to complete 
the requirements of the specialty boards. 


It is impossible to foretell accurately how many of the returning ex-interns 
and ex-residents will want exclusive training in the specialties, but it is hoped 
that many of them will decide to go into general practice in which they are 
greatly needed. It would be extremely useful if it were possible to arrive at an 
accurate estimate of the number of specialists in a given field which will be re- 


TABLE 2.—SUGGESTED POSTWAR PEDIATRIC TRAINING PROGRAM. 


Pediatric Residencies 
Hospital Number of Beds Prewar Possible Postwar 

Duke* 604 3 4 
N. C. Baptist*.. 5, 820 2 3 
daa 225 1 2 
Winston-Salem City 440 0 1 
Charlotte Memorial ....................... 325 0 1 
James Walker 240 0 1 
Rex 232 0 1 
120 0 1 
Babies 40 0 1 
Sternberger 40 0 1 

Total 2,586 6 16 


pproved for residencies in Pediatrics by the Council on Medical Education 
and Hooitals of the American Medical Association. 


quired for the best medical care in this country, disregarding the economic aspects, 
and the specialty boards are being asked to venture a guess on this question.® 
All but 15 per cent of patients can and should be handled by general practition- 
ers,® yet the results of the recent poll of the armed services indicated that more 
than 50 per cent of the medical officers—75 per cent of the “lost generation” — 
intended to specialize on their return, and 52 per cent wanted to qualify for the 
specialty boards. Perhaps some of them may later change their minds, for under 
the present wartime 9-9-9 internship-residency quota plan, only 1624 per cent 
of the recent graduates were able to obtain a maximum of 27 months of hospital 
training—and even this amount will not produce a specialist—33 per cent will 
have had 18 months of hospital experience, and 6624 per cent only a nine-month 
internship, most of them on rotating services. Few of these medical officers on 
their return will be able to afford the time and money to qualify for the spe- 
cialty boards, and will be forced into general practice. But to re-equip them- 
selves for this after demobilization they will need nine to twenty-four months 
of hospital or laboratory work, for a general practitioner needs a sound scientific 
background as much as, if not more than, a specialist, so that he may be capable 
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under all circumstances of advising the family whether the patient needs to con- 
sult a specialist. If a graduate plans to enter general practice a straight medical 
residency for three to twelve months, and straight obstetric and pediatric resi- 
dencies for three to six months each would equip him much better than the usual 


rotating service. Such a combination is readily obtainable under this proposed 
plan. 


“Refresher” courses can be given at Duke and the Bowman Gray School of 
Medicine of Wake Forest College for the 100 former general practitioners, 
who may return each year, by appointing additional instructors in medicine, 
pediatrics and obstetrics at each of the two schools. It is realized that refresher 
courses are the least satisfactory method of postgraduate education; an instructor 
can help a physician learn, but rarely teaches him, except by example. The only 
lasting medical training comes through doing something with hands and head. 
Being told or seeing helps but “doing” sticks. However, 34 per cent of the 


TABLE 3.—ANNUAL COSTS OF POSTWAR POSTGRADUATE EDUCATION IN 
NORTH CAROLINA 


Group of medical officers Maintenance 
returning each year, (at $50 per Stipend (at 


Instructional costs to 

1946-1948 month) $50 per month) the institution 
25 ex-interns $15,000 $15,000 0 
25 ex-residents $15,000 $15,000 $30,000 (6 full-time pre- 
clinical instructors at 
100 former general $30,000 $30,000 $30,000 (6 full-time clin- 
practitioners (6 months 6 months ical instructors at 

each) each) $5,000) 
20 former specialists $12,000 $12,000 0 
Totals (170 officers) $72,000 $72,000 $60,000 


medical officers want less than six months of postwar training and many of those 
who have been in practice may wish to return to their homes as quickly as pos- 
sible to start rebuilding their incomes, so these refresher courses may have to be 
arranged in repeated short doses, emphasizing the recent advances in medicine, 
to accommodate the physicians who can spare only a week or two at a time. If 
some of the former general practitioners desire to become specialists, they can 
be accommodated in the available residencies similarly to the pediatric plan (Table 
2). “Tutoring” for the 20 former specialists, who may be demobilized annually, 
can easily be arranged with the 245 North Carolina licentiates of the various 
specialty boards. The experience of working in a busy specialist’s office should 
greatly help the returning officer to bring his knowledge up to date. 


Costs: As shown in Table 3, the expense of providing these 170 medical 
officers, who may return annually from 1946 to 1948, with maintenance and a 
small stipend for a year, and to employ six full time preclinical and six full time 
clinical instructors would be $204,000, or a grand total of $612,000 for the 
three years of 1946 to 1948, or approximately $1,200 annually per medical 
officer. It is hoped that funds will be available through tuition and maintenance 
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allowances under the G.I. Bill of Rightst or through Foundation grants to pro- 
vide maintenance and a stipend for these officers—particularly for those who are 
married and those who have been in practice—as well as to cover the expenses 
incurred by the hospitals and medical schools. If not, the hospitals could provide 
the annual maintenance of $72,000, the returning medical officers have their 
mustering out pay to provide for clothes and incidental expenses, and the three 
medical schools could divert part of their budgets for the preclinical and clinical 
instructors. It will not be easy, but it can, will and must be done if other funds 
are not available. 


UNDERGRADUATE MEDICAL EDUCATION 


The Council on Medical Education and Hospitals of the American Medical 
Association and many other authorities have recognized that medical school 
curricula have become archaic.’ The curriculum in very nearly its present form 
was in existence in 1891; at that time it was an ideal which was still impractical 
for most American schools.** By 1910, however, it prevailed in nearly all the 
schools that have survived to the present day.’* Since this time it has been altered 
very litth——perhaps patched up would be the better term—by minor additions 
and even small deletions. There is much unpleasant truth in Victor Johnson’s 
words: “Departments just grew, and the departmental system of instruction 
just happened. There has resulted a scramble for student time, in which every 
hour of student time not specifically accounted for in the curriculum is counted 
as fair game. The department with the most aggressive hunters captures these 
hours. The successful department is that which has acquired the most hours into 
which it then crams a maximum of detail whether or not it is relevant.”** Mean- 
while, there have been profound changes in medical thought, and it appears that 
the time is ripe for a thorough overhauling of the whole curriculum. What we 
need to do is to take the facts we are teaching, shake them up with a fluid that 
would dissolve only the significant ones, filter off the obsolete and irrelevant and 
then allow the filtrate to crystallize out in a new form. 


In doing this certain fundamental ideas must be borne in mind. In the first 
place a satisfactory curriculum can be achieved only if the aims of the course, as a 
whole, are clearly understood and agreed on by all concerned. This, of course, 
does not mean rigid uniformity; the ideal is diversity in unity, but there must 
be unity as well as diversity. This aim, it seems to us, should be to train the stu- 
dent in the prevention, treatment and prognosis of disease. Other subjects in the 
curriculum must be judged on the basis of their direct or indirect contribution 
to this goal. In the second place, it is obvious that everything cannot be taught 
at once—hence a curriculum. In general, curricula are of two sorts—in Flex- 
ner’s terminology, “natural” and “logical.” The former—the apprenticeship 
method—is still in vogue in France, but American opinion has overwhelmingly 
favored the “logical” type. There is no intention of questioning this; the argu- 


Extract 
246, 78th Congress) : ‘Veterans who can show that their training was 
their entrance the service will be eligible course one year a any institu- 


approved Veterans Administration, fees to the ——. Ad to $500, 
and a subsistence allowance of $50 monthly to the etoran (ev 
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ments may be read in Flexner’s “Medical Education,”"* and need not be re- 
peated here. 


The “logical” system of curriculum construction aims at a systematic and 
ordered approach to the final goal. Such an approach implies division of the 
medical disciplines into phases to be taught in a logical order, such that each 
phase depends on the immediately preceding one, thus forming a natural review, 
and, in turn looks forward to the succeeding phase. Since the goal is preven- 
tion, treatment and prognosis, these should be the object of study in the final 
phase. These three depend on diagnosis, and this should, therefore, be studied in 
the immediately preceding phase. In teaching therapeutics there will necessarily 
be a review and expansion of the teaching of diagnosis which, in turn, should 
be taught with a view to therapeutics. This at once raises the question how far 
we are justified in retaining the present division into separate departments. 
Fundamentally diagnosis is the same process whether the patient is on the med- 
ical, surgical or other service. It is unquestionable, however, that the division 
into departments is of great convenience to all but those possessed of universal 
knowledge, and therefore should be retained. But it is essential that every 
teacher should know what is being taught by everyone else and the part his teach- 
ing contributes to the whole. 


There are in use today two methods of making diagnoses which may be termed 
the “empirical” and the “rational.” The empirical is the older method and 
must still be used when our knowledge is scanty. It consists, essentially, of 
comparing a list of the patient’s signs and symptoms with a set of such lists in 
the textbook and of choosing the best fit. This can lead only to empirical methods 
of treatment and prevention. It requires no scientific background, but only what 
Witherington calls “an eye of tolerable judgment.” The “rational” method 
seeks to interpret the patient’s symptoms and signs and to deduce the functional 
and structural alterations giving rise to them, and, if possible, the etiological factor 
involved. That is to say, the aim is a thorough scientific analysis of the condition 
of the individual patient rather than the naming of a disease. The superiority 
of this method from the therapeutic point of view is obvious, and it is to pre- 
pare the student for this method that the preclinical sciences are taught. 


These sciences are concerned primarily with structure and function, normal 
and abnormal, chiefly of man, but also to a lesser extent of disease producing 
microorganisms. We have thus two categories for dividing these sciences: struc- 
ture versus function, and normal versus abnormal. Our present curriculum, in so 
far as it has a plan, tends to use the second of these categories, and to present 
normal structure and function first, followed by abnormal structure, and, at 
least in theory, abnormal function, although this last is usually dealt with very 
inadequately. It is questionable whether this is the wisest procedure. It is, 
however, fairly clear that structural studies are easier than functional—histori- 
cally, for example, they are older, and have advanced farther toward comple- 
tion. It is also clear that the distinction between structure and function is 
always obvious, while to decide between normal and abnormal often requires 
considerable experience and judgment. It is essentially a concept that is acquired, 
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as Claude Bernard says, “by way of comparison.” An example illustrating the 
difficulty of this concept may be taken from physical diagnosis. One well remem- 
bers being puzzled when told that this chest, and that, and still a third, all 
somewhat different, were all normal, and recalls the sudden illumination that 
came on comparison with abnormal chests. With this in mind, we may construct 
a curriculum in which normal and abnormal structure are studied simultane- 
ously, followed by normal and abnormal function. But structure should be 
taught, under this scheme, from a functional point of view, and the teaching 
of function should at once look back to structure and forward to diagnostic 
problems. 

We have, then, four distinct phases, each, except the first, relying on the 
preceding, and each, except the last, forming a basis for the succeeding one. To 
each of them approximately a year may be devoted, and the curriculum would 
thus be: 

First Year: Structure, normal and abnormal; etiological agents such as 

bacteria and parasites. 

Second Year: Function, normal and abnormal, its alterations by bacteria, 

drugs, etc. 

Third Year: Diagnosis: the analysis of the patient’s state. 

Fourth Year: Therapeutics; preventive medicine. 

The accelerated medical school program of four quarters or three semesters 
per year should be continued after the war on a voluntary basis. The advantages 
to the medical student are obvious.’* He will be one year younger at graduation 
and will have an additional year for hospital or other training; he will be better 
prepared, for he will not have lost a fortnight or a month in October of each 
year getting back into the intellectual stride which had been his in the preced- 
ing June, and he will see the clinical material peculiar to the summer. Prac- 
tically all medical students work during their summer holidays, either studying 
medicine somewhere or earning money. Spending this time under supervision 
in the four-quarter or three semester system improves the character of the 
training of the former, and those who usually are employed during their summer 
vacations could earn more later in the corresponding period of time which they 
save under the accelerated schedule. Those who must be absent one or more 
terms through illness or because they learn more slowly and wish to take more 
time can take up their work at the beginning of the next clinical quarter and 
not lose a whole year as is necessary in the prewar rigid schedule of other schools. 
The total of eight weeks of vacation which every student has under the four 
quarter or three semester system should be sufficient for recreation. Another ad- 
vantage of the accelerated schedule is the possibility of migrating to other medical 
schools in this country and abroad for one term, a practice which is encouraged 
at Duke. Those who studied neurology and pediatrics in London, for example, 
not only profited themselves, but brought back interesting ideas to the rest of 
us. The disadvantages to the medical student have been overemphasized. The 
accelerated program of four quarters per year was used at Duke on a voluntary 
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basis for the ten years preceding Pearl Harbor; since December 17, 1941, it 
has been compulsory. Questionnaires to the Duke students indicate that only 
19 per cent like the compulsory accelerated program,** although before the war 
56 per cent of them voluntarily completed their medical course in less than four 
calendar years.*’ 


Hyman believes that the ideal plan is to admit students every three months 
so that they can go through in logical sequence.** However, the Duke prewar 
schedule probably is more practical, because most premedical students complete 
their college preparation at the end of summer school in September and do not 
lose any time if all of them can be admitted in October. The work of the Duke 
first and second years was given from October Ist to June 15th as in every 
other medical school. Then in June, at the end of the student’s second year, he 
could commence his junior clinical quarters immediately or wait until October. 
If all of the students followed the accelerated schedule the wards would be badly 
handicapped because each clinical quarter would have no students for one quarter 
during each year, i. e., the junior and senior years each have three quarters and 
the calendar year has four quarters.‘* However, because some juniors and seniors 
accelerated and others proceeded more leisurely there always were some students 


in each of the junior and senior quarters, though the number of them varied in 
each quarter. 


PREMEDICAL EDUCATION 


Premedical education also needs overhauling. The time has come when the 
medical school should consider the inclusion of premedical courses in their cur- 
ricula similarly to the Canadian and British programs. In other words, the 
medical schools might increase the length of the training to six years—five years 
on the accelerated schedule—admitting students directly from high school, 
teaching English, mathematics, chemistry, physics and biology for the first two 
years and advancing to the medical courses only those students who give promise 
of being a credit to themselves and their universities. In this way, the medical 
schools could provide more useful premedical preparation than is furnished at 
present by many of the colleges and universities, whose instructors tend to cram 
masses of facts and information into students without much emphasis on their 
understanding the subject itself or on the application or the integration of the 
material. It is far more important for a student to have a clear idea of the sub- 
ject than it is to be befuddled by too much information about it. More emphasis 
should be placed on the significance or meaning of data rather than on the accumu- 
lation of data. Most medical students can quote pages of scientific facts, but they 
are stumped when Dr. W. A. Perlzweig, the professor of biochemistry at Duke, 
asks them to name the biological, physical and chemical processes involved in 
the baking of a loaf of bread.* Students should be taught how and where to 
get information and how to use it rather than to memorize the details. Many 
of them can not see the forest for the trees; less information sometimes is better 
than too much. Reading a book review frequently gives a student a better un- 


* The action of yeast is biological, baking is physical, and the conversion of starch into dextrins 
and sugars is chemical. 
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derstanding of the contents of a book than reading the book itself, provided, of 
course, that the review was written by some one who understood the book. 


SUMMARY 

A program for the postgraduate training of returning medical officers from 
North Carolina, a revision of the undergraduate medical school curriculum and 
suggestions for improving premedical education have been outlined. These plans 
may not be easy of accomplishment; they will require work, and work now, 
but these or better proposals can, will and must be adopted—we should do more 
postwar planning for the returning medical officers and for medical education, 
than those who stayed at home in the last war did for us who were in the services. 
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Graduate Medical Education in the Postwar Period* 


C. Sipney BuRWELL 
Dean Harvard Medical School 
Boston, Massachusetts 


The Committee on Postwar Medical Service, established by the American 
Medical Association in collaboration with the American College of Physicians 
and the American College of Surgeons, also includes representatives of the 
Association of American Medical Colleges, the American Hospital Association, 
the Catholic Hospital Association, the Federation of State Medical Boards of 
the United States, the Procurement and Assignment Service, the Advisory Board 
for Medical Specialties and the Veterans Administration. This Committee has 
done an admirable job in studying the postwar educational desires of medical 
officers, with the helpful cooperation of the Surgeons General of the three serv- 
ices. Digests of the results of the inquiries of this Committee have been pub- 
lished by Lieutenant Colonel Harold C. Lueth and by Dr. Victor Johnson. 
These useful summaries have dealt with the statistical analysis of the educational 
plans of medical officers in the services and with the adequacy of the educa- 
tional facilities available for these officers on their return. The information in 
these reports is familiar to you all. 


There is no doubt that many medical officers now in the service will seck 
opportunities for further training when they are discharged. A brief quotation 
from Dr. Johnson’s article in the Journal of the American Medical Association 
of September 23, 1944, will indicate the extent of the desire for further training: 


“No further formal education was planned by 20.4 per cent of all officers 
replying. Some full time training was requested by 79.6 per cent. Of these 33.8 
per cent desired six months or less training, which was classified as review or 
refresher courses, and 45.8 per cent desired more than six months’ training in 
hospital house officerships. Excluding group 6 (the older officers) from whom 
the fewest replies were received, the replies indicate that with increasing age, 
on the one hand, there is an increasing tendency to anticipate either no future 
training or, at most, review and refresher courses when further education is 
desired. On the other hand, the younger graduates provide most of the requests 
for hospital training; nearly 60 per cent of such requests came from men who 
graduated in 1938 or later. These general trends might have been anticipated 
in advance, but the large totals are surprising, as is also the fact that nearly 
two-thirds of those who graduated before 1930 also desire some further training.” 

I propose in this paper to discuss rather general matters dealing with the 
obligations and opportunities of medical education in meeting the needs and hopes 
of this large group of officers. 


First, during the period from 1939 to the end of the war only a fraction of 
the usual number of young men and women will receive training calculated to 


* Read at the Fifty-fifth Annual Meeting of the Association of American Medical Colleges, held in 
Detroit, October 944, 
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develop them as teachers and investigators. Therefore, unless appropriate action 
can be taken, those concerned with medical education face the loss of a generation 
of academic personnel. There are not too many first-rate people for medical re- 
search and teaching at any time; we can confidently expect that the supply will 
be still less adequate ten years from now unless we make plans to avoid this 
deficit. These steps should include the early recognition of potential teachers and 
investigators while they are in their Army and Navy uniforms and the provision 
for them of an adequate number of good opportunities. These men and women 
will not want or require formal organized courses. They should follow thoroughly 
individual programs worked out between themselves and the individuals with 
whom they wish to work. These men, seeking to qualify themselves for academic 
careers in medicine, will need, in the postwar period, as they have needed in the 
past, four things: first, wise supervision; second, space, equipment and oppor- 
tunity in research laboratories ; third, the limitation of teaching and clinical duties . 
to what is optimal for each one’s growth and development; and, fourth, adequate 
stipends. 

To me, the details of operation of this part of the plan seem unimportant. 
There is no reason why they should be the same in different schools. What is 
important is to accept now the urgent responsibility of recognizing men who 
are capable of distinction in research and teaching, to enlist them in advance, 
and to provide adequate opportunity. A passive policy of waiting for men to 
apply is not good enough, in my experience. Most department heads can tell 
you of one or two or five men who are really first class and capable of fine 
development and productive leadership. I believe we will recruit a better army 
if we hand-pick them in advance rather than limit our selection to those who 
happen to apply. The future of medical research and medical education, and, 
therefore, of medical practice, will be influenced enormously by the quality of 
men recruited for academic opportunity now. Therefore, I am for a positive 
policy of recruitment and I believe that these men should be picked out on the 
initiative of the picker. The number who qualify for this type of opportunity 
and who wish to accept it will not, in all probability, be too large for the future 
needs of medical education. I estimate that the laboratories and clinics of this 
country should be able to supply good opportunities for at least five hundred 
additional men a year in this category. This is only an average of about seven 
per school, and certainly many schools could take more. A helpful step would 
be for the schools that are interested in providing this kind of opportunity for 
this kind of men to review their facilities and estimate the number for whom 
opportunity can be supplied. 


I have used the words academic “medicine.” Of course, I mean medicine 
in its broadest sense. Probably one-half of these opportunities should be for 


work in preclinical departments. This would be a kind of reforestation that 
would bear handsome fruit for the next generation. 


A vital question is how is the training of these men to be financed? When 


one takes into consideration that these men have been officers in the Army, the 
Navy and the Public Health Service for a period of years and that many of them 


are married, it becomes evident that the range of stipend for these fellowships 
should be not less than from $2,000 to $3,000 per man per year. To this should 
be added an allowance for research expenses of about $500. On the whole, 
such a program could probably be financed for about $3,000 per year per man. 
To take on even five hundred additional men at this rate would cost $1,500,000 
per year. This is a lot of money, but it would pay dividends for decades. I have 
no suggestion as to the source or sources from which such princely gifts should 
be sought. The problem is not solved by the so-called G. I. Bill of Rights, be- 
cause these men should be free; they should not be registered for formal instruc- 
tion. Some funds already exist in medical school budgets for this type of training. 
Moreover, some farseeing foundations have provided for a number of such 
opportunities during the postwar period. This number is necessarily limited. 

If such a program received further support, it would, by and large, be suc- 
cessful in relation to the skill with which individuals were selected to participate 
in it. It should be very clearly understood that the purpose of the program is 
the training of men and that the carrying on of teaching and even the accom- 
plishment of research are only incidental to that great purpose and not in them- 
selves of primary importance. There would be plenty of useful by-products, but 
the provision for medical education of a considerable number of competent men 
with good training would be the object of the game. 

I have said that I believe that adequate provision for this type of a program 
is the most important provision to make for the long-distance future of medical 
education. The immediate future of the practice of medicine, however, requires 
a different kind of a program, and an opportunity which will be sought and 
which should be provided is the opportunity of advanced training in various 
fields of medical practice, narrow or broad. This, I suppose, will in most places 
be a hospital responsibility rather than a medical school one, but many of the 
best opportunities will be in such close relation to teaching services and to medi- 
cal school departments that it really will, in many places, be a joint responsi- 
bility of the hospital and the medical faculty. It appears from my conversation 
and correspondence with men in the service that a great deal of individualiza- 
tion in planning this type of training will be desirable. These men will be older 
than the man who has been trained previously in residencies. They will have had 
advanced training in some fields and they will not necessarily fit efficiently into 
the ordinary program of a residency. Imagination and a capacity to individualize 
will mean that better opportunities can be offered to this enormously important 
group. As in all medical education, the quality of example offered will be more 
important than the subject matter of instruction. 

Because these men are older and to some degree, perhaps, because they have 
had some advanced training, many of them, perhaps most of them, will be in a 
hurry. No doubt, appropriate credit will be given by certified boards for the 
experience and training these men have received in Army and Navy and Public 
Health Service. This experience and training should also modify the type of 
additional experience and training to be offered by hospitals and schools as prep- 
aration for special types of work. 
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In the third place, 33.8 per cent of the men in the first thousand replies to 
the questionnaire sent out by the Committee on Postwar Medical Service indi- 
cate that they wish review or refresher courses of a duration of six months or less. 
Review and refresher courses, in the main, have not been the strongest part of 
graduate medical opportunity in the past. How can the review and refresher 
courses offered to returning service men be made stronger than they have been 
in the past? To this end I have a few suggestions. 


First, there is no reason for different schools to try to duplicate each other’s 
offerings. There is every reason for each school to do the things which it is 
able to do best and it would be highly desirable to have a great variety of courses 
open to men coming out of the Army. I would hope that this variety would 
include both highly specialized courses given by the usual specialty groups and 
also interdepartmental courses covering very wide fields of medicine and surgery. 
Perhaps, the six-months’ refresher course, for example, in medicine or surgery 
and the basic sciences underlying them, would be as instructive an approach to © 
civilian practice as any that could be made. 


Second, men should be selected to participate in these courses by competent 
admission committees which will see to it by a study both of men and of courses 
that they are suitably related to each other, and that the group of men admitted 
to a course have enough medical knowledge and experience in common so that 
the instructor is not faced with that unhappy decision as to whether to insult 
the advanced group in his class by talking about what they already know or to 
mystify the elementary group by talking about things they do not understand. 


Third, one of the things that has come out of my own conversations and 
correspondence with my colleagues now serving in the Army and Navy is their 
wish to have material in refresher courses dealing with recent advances in medi- 
cine. More than one of them has emphasized the great desirability of the partici- 
pation in these refresher courses of the teachers of preclinical subjects, giving a 
hopeful vitality to the belief that modern medicine is actually and not merely 
theoretically founded on knowledge of physiology and pathology. 

I have recapitulated what you all know,—that we need to do three things: 


First, to recruit a group of first-rate individuals and to give them adequate 
opportunity to develop as investigators and as trainers of men. 

Second, to provide another group with well-individualized programs which 
will permit them to develop in special fields of medicine, and 

Third, to provide a wide variety of courses as transition exercises between 


military and civilian medicine, and thereby to elevate the general standard of 
medicine. 


I am a little alarmed at having suggested the participation of preclinical 
departments in refresher courses because I know that, in general, preclinical 
departments are overworked and understaffed, even before the war. To develop 
the best type of postgraduate teaching it will almost certainly be necessary to 


supply larger support and staff to the departments dealing with fundamental 
medical sciences. 
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But, before any of these problems actually arise, there is another one to 
which I wish to refer as a concluding remark. Before any of these plans can 
be operated (although they may be worked out) it will be necessary for the 
medical schools to have again on their active staffs many of the teachers now 
serving with Army and Navy. The reasons for this are obvious and they are 
at least three in number: 


First, the teaching staffs are already stretched to a breaking point to do 
what teaching they are doing now. It is not possible for them to assume large, 
new teaching burdens without a restoration of some considerable proportion 
of their lost numbers. 


Second, men returning from service and with experience of professional 
work in Army and Navy will have an important and specific contribution to 
make to the planning of these courses through their knowledge of medical 
military activity. 

Third, men returning from military service in the Medical Corps of the 
Army or Navy will have in their possession knowledge and experience not in 
the possession of people now teaching in medical schools. Some of the recent 
advances in medicine are much more familiar to people who have participated 
in them as members of the Army and Navy than they are to those of us who 
have sat at home. 


Therefore, my conclusion is that adequate opportunities for graduate med- 
ical training after the war can be offered only if there are available additional 
financial support for fellowships, additional financial support for preclinical de- 
partments, and a plan which will get back to medical schools promptly and 
intelligently a good proportion of the key teachers now absent from them. 


DISCUSSION 
ON PAPERS OF DRS. DAVISON AND BURWELL 

Dr. Harotp S. Dieu (University of Minnesota): We have just heard two thoughtful 
and thought provoking discussions of the major problems confronting medical education 
today. Dr. Burwell stressed the importance of an active search on the part of the medical 
schools for young men who have the capacity and the interest to become medical teachers 
and investigators. 

Emphasis on this group is entirely justified, for they constitute the basic keystones on 
which medical education and medical investigation must rest for the next generation. 
It may well be that the loss of this group during the war years, and most of them will be 


lost in spite of anything we can do, will constitute the most serious loss to medicine and 
public health caused by the war. 


I agree with Dr. Burwell also in that it is important that medical schools take the 
initiative in seeking out and inviting young men of promise to return for the necessary 
training to prepare themselves for careers in medical teaching and research. After sev- 
eral years in military service, these young men feel far removed from academic interests 
and pursuits and most of them are quite unsettled as to what they will do when they 
are discharged from service. In such circumstances, a letter of invitation or encouragement 
may well be the determining influence in deciding on their future careers. 

I can speak of this from personal experience. I well remember how thrilled I was 
after more than two years of service during the last war to receive a letter inviting me 
to accept a fellowship in medicine on my return to the States. I accepted without hesita- 
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tion, and during the remaining six months, before I returned, I was more settled in 
my mind. I had a program for the future, something definite to look forward to. I am 
sure that many of the young men in the service today will have similar reactions to letters 
from their medical schools concerning the opportunities for graduate and postgraduate 
training. 

Concerning the provisions of graduate and postgraduate training for the other 
medical officers who will be returning to civilian practice after the war, Dr. Davison and 
Dr. Burwell have both made positive suggestions. Dr. Davison has made a careful analysis 
of the probable demand for such training in North Carolina and has outlined a compre- 
hensive and coordinated program to meet this need. 


At Minnesota, we have been thinking along similar lines but our one medical school 
feels the responsibility to plan for a much larger area, covering several states to the north 
and west of Minnesota. Our tentative planning involves, first, the provision of a con- 
tinuous program of one week courses in the basis aspects of medicine, obstetrics, pediatrics, 
minor surgery and so forth. These courses will be, in part, lectures and discussions and, 
in part, clinics, laboratory demonstrations and pathological conferences. The courses 
will be given in connection with our Center for Continuation Study where the physicians 
taking the courses live together on the university campus. 


We expect that men returning from service will register for six or eight of these 
one week unit courses. Some will take a series of these courses without interruption, 
while others will take one or two units of the program at a time. Physicians in practice 


will be admitted to the courses, but medical officers returning from service will be given 
preference. 


The second part of our program provides for the men who desire clinical experience 
under supervision for periods of from six months to one year. We expect to require that 
these men take eight of the unit basic courses which I described as a prerequisite to 
the clinical training. Arrangements are being made to provide most of the clinical experi- 
ence for this group in the large municipal hospitals of Minneapolis and St. Paul. 

In the conduct of this training, we feel that it is important that these physicians be 
given responsibility; of course, under proper supervision, for the care of patients. With- 
out such responsibility, they will soon become restive and dissatisfied. On this point, 
too, I can speak from experience, if you will pardon another personal reference. 

When I arrived back on the campus to accept my fellowship in medicine, the pro- 
fessor suggested that for a time he would not give me any definite assignments but would 
leave me free to do what I wished, examine patients, attend lectures, clinics, seminars, 
ward rounds, and so forth. This sounded fine but very soon I felt that I did not belong. 
Everyone else had something for which he was responsible while I was a sort of fifth 
wheel in the hospital organization. Very soon I requested that the professor give me 
some specific assignments. He did so, and I immediately began to pick up the loose ends 
once again. 

Let us keep this in mind. These men need responsibility but they also need clinical 
instruction and supervision by senior members of the staff, the sort of supervision which 
can only be provided by skillful teachers who are assigned to work with this particular 
group. For the employment of such instructors, we are hopeful that funds may be made 
available. 

For the men who desire graduate training in preparation for the practice of specialties, 
we are planning to expand our fellowship and residency programs. This will involve 
not only our own university hospital but a number of other hospitals in the Twin Cities 
and state with which we have or will work out some type of affiliation. It may include 
the utilization of selected specialists in private practice as preceptors for certain fellows 
during the last six months of training. 

For the undergraduate curriculum in the postwar years, Dr. Davison proposes a 
radical and courageous operation. Maybe the patient will be better for such an opera- 


tion. At least, it will be interesting to observe the result. Improvement in medical educa- 
tion unquestionably is desirable and possible. 


Our students spend time and effort learning details of anatomy, chemistry, physiology 
and so forth which they will never have need to recall again. And we expect our stu- 
dents to be familiar with diseases which not one in ten will ever see and could do 
nothing about if he did. All this may be good drill and discipline for the student, but 
is it the best use that we can make of the few precious years that the student has to 
spend in medical school? 


Dr. MacEwen tells us that some constructive modifications of the curriculum in Iowa 


were made when a committee of the younger members of the faculty were given authority 
to act. 


The other suggestion which Dr. Davison makes, I should like to re-emphasize. That 
is, in regard to the continuation of the accelerated program; at least, on an optional 
basis after the war. When wartime restrictions are removed, it will be possible to con- 
duct an accelerated course and still allow our students seven to eight weeks of vacation. 
Under this program, it should not be necessary for individual faculty members to teach 
more than two quarters out of three. Under the accelerated program, students will 
graduate from medical school a year earlier than under the traditional pre-war pro- 
gram. To many, this saving of a year will mean an extra year of internship. To some, 
it will mean the opportunity to undertake graduate study. To all, it will mean an extra 
year of professional life. This is no small consideration in normal times. In the post- 
war period, it will be of even greater importance since we will be receiving into our 
medical schools young men who have already lost several years of educational oppor- 
tunity through military service. To them, we have a moral responsibility,—I feel a very 
deep responsibility,—to assist them to enter and complete the study of medicine in the 
shortest possible time. A continuation of the accelerated curriculum on an optional basis 
will be of great value to these young men to whom we owe so much. 


Ltr. Cot. RayMonp Hussey (Office of Surgeon General): I should like to take a 
moment or two to say a word about the phase of postwar graduate medical education 
that has to do with industrial health in medicine. I noticed that this is the fifty-fifth 
anniversary of this organization. I dare say there is no one here today who was at the 
first meeting. I do not know how many are here who were present at the twenty-fifth. 
I think it would be an interesting thing for Dr. Zapffe to publish the proceedings they 
had on the 15th and 25th anniversaries and see how barely alike they are with the 
program today. I am quite sure no one would have said anything about industrial 
medicine and health at either of those meetings. 

I would like to emphasize the importance of this subject from the point of view of 
the needs that exist for properly trained men in the medical departments of industry 
and in the field of industrial health for small industries either as full time or part time 
work. The need for men in industrial medicine has been evolutionary as most needs 
do arise. For many years industrialists were bent on the problems of financing, pro- 
ducing, distributing and selling and they gave little thought to the manpower problem. 
They were very much concerned with the machinery that produced their products and 
they were also concerned with the research that had to do with improving their prod- 
ucts or improving the machinery, but they were not concerned with the manpower 
problem. 

That has been brought more and more to the fore in recent years and when we 
came to the beginning of this war, it became a very acute problem. I think from the 
point of view of the industrialists the fact that there is now a definite recognition of 
the need for medical men in industry is reflected in the organization of an industrial 
hygiene foundation of Pittsburgh, the Mellon Institute, which is an association of in- 
dustries and they are particularly bent on developing and improving the medical needs 
of industry. 
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Also the National Association of Manufacturers several years ago appointed a com- 
mittee on better working conditions and I think that is another evidence of the recognition 
on the part of industry that it needs medical men properly trained. The medical pro- 
fession itself has recognized this need, as you know, in the establishment of the Council 
on Industrial Health in the American Medical Association. This organization, through 
its Secretary, Dr. Peterson, has stimulated the various state medical societies to form 
industrial health committees and these industrial health committees have attempted to. 
put on educational programs. 


Those of you who have kept in touch with the subject at all are familiar with the 
splendid program put on in the State of Iowa under Dr. Berg’s efforts and similar 
efforts made in other states. In Maryland somewhat similar programs were developed 
and after the American Society conducted them for a few years, the Hopkins School 
of Hygiene through the efforts of Dr. Reed, the Dean, took on the work and now they 
have a course for graduate physicians which is given in teaching and that is a very 
successful venture. I think the physicians in Baltimore are profiting by it. 


Little more ambitious types of programs have been developed in other places. The 
Long Island Medical Hospital on Long Island, under Dr. Curran, has an intensified 
program ‘and more recently Dr. Hazlett in Pittsburgh has initiated a little more elaborate 
type of program in which fellowships are awarded. I think all these efforts indicate 
that there is a definite trend in recognition of the need, that is, the trend on the part of 
the medical educators in recognizing the need for this work. 


Now, industrial medicine is distinctly different from the general practice in medicine 
and it is also distinctly different from public health. It is a combination of the two. I 
think it is very important that be understood. It really is preventive medicine and pre- 
ventive medicine in its broad term and sense. That is preventive medicine not in con- 
trast to curative medicine or corrective medicine but preventive medicine in that once 
an individual is ill, if his illness can’t be prevented or if he is injured, if the injury 
cannot be prevented, to prevent complications whatever these complications may be, 
whether they are surgical, mental, social, economical or legal. That is the fundamental 
concept of industrial medicine. 


In the training of an individual for this work, I think we can even go further and 
have a definite school of industrial health which is built on a foundation of research, 
instruction and service. I think those three will have to go together and I think it is 
a definite postgraduate activity. I think a man should have at least two years of intern- 
ship, two years of training in the hospital as a minimum, and should spend not less 
than two years of intensive work in his graduate studies. I think the graduate studies 
should be conducted along the lines that have already been established as successful, 
that the individuals should be required to do a thesis under the direction of someone 
who gives them the proper guidance. 


Finally, I would like to say I do believe attention must be given to the need of 
realizing that this special type of training is important because the man in industry who 
is going to serve his purpose well must know the job that the individual works on. He 
must be in the plant. He must know what the individual has to do. It is very impor- 
tant in the selective placement. It is important in understanding the individual. 


Finally, may I say that while I am speaking now of graduate work, I do not mean 
that the undergraduate student in medicine should be neglected. I think, however, the 
attention there should be given only to stimulating his interest. I think, if I may add 
one remark to Dr. Davison’s splendid presentation, that if you are going to change the 
curriculum, as I hope you will, and as Dr. Davison has indicated, it hasn’t been done 
since 1891, I hope some attention will be given to putting studies of health in the first 
year and having it in every year thereafter. I hope that more and more faculties and 
medical schools will require in the first year of medicine a good course in biostatistics 
and a good course in epidemiology because those are the two fundamental disciplines 
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that give the individuals the intellectual tools which will permit them to understand 
the phenomena which they have to deal with. 


And if, then, these individuals are exposed to industrial plants where they see and 
realize what is possible if they have healthy people, they will understand the problems 
and some of them will get the incentive, perhaps, to go on with that work. I do think 
it is just as important for the men who are going into this work to be given all the tests 
to decide whether they are fitted for such work, as it is for them later on to give various 
tests to workers to find out if they are fitted for particular jobs. (Dr. Hussey’s remarks 
are the stenographic report. They were not corrected by him.—Eb.) 


Dr. A. Cyrit CALLisTeR (University of Utah): I have been very interested in the 
papers on graduate medical education in the postwar period. It occurs to me that, from 
the point of view of financing some of this postwar graduate medical education, we 
could be much more practical if we placed these men who are coming back, and who 
have had anywhere from nine to eighteen months hospital training, on a direct graduate 
program which should be supervised by medical schools with an organized system of 
instruction and for which a definite tuition is charged. Inasmuch as the G. I. Bill 
permits tuition up to $500 a year to be paid individuals whose studies have been inter- 
rupted by the war, I have no doubt that this tuition would be available for further 
instruction of these men. Such instruction should be given through an affiliated pro- 
gram of medical schools and hospitals; however, to insure good organization of the 
curriculum I feel that the medical schools should take charge. For example: These 
men who are returning, having had from nine to eighteen months hospital training after 
graduation, whether or not they go into a special field, will require further training 
in some of the preclinical specialties. In the event an individual wishes further train- 
ing in surgery, courses in surgical pathology, tumor pathology, some special pathology, 
surgical bacteriology, and a thorough study in the antibiotics in relation to pharmacology, 
should be offered. 

If a man has had his general foundation work in surgery, we should lead him, if he 
so desires, into a specialty—because the general surgeon, as he is known today, is going to 
be passé before very long. The orthopedic men will tell you that the general surgeon, 
on the average, does very poor orthopedic work. The plastic and reconstruction surgeon 
will frequently sniff at the work of the general surgeon. Often this holds true with 
relation to the urological surgeons, the neuro surgeons and the chest surgeons. In other 
words, the general surgeon who can do well anything from neuro surgery to orthopedic 
surgery, is a thing of the past. It is about time we started to reconstruct these facts and 
develop our boys along certain surgery fields after they have had the fundamentals. 

The same will be true of medicine. Returning men can be placed in the metabolic 
clinic, the heart station, the hematological clinic, and so forth. They will need refresher 
courses in physiology, pharmacology, bacteriology and pathology to comprehend prop- 
erly many of the advances that have been made while they have been at war. 

In order to develop these courses adequately it will require financing; and will, of 
necessity, require the addition of both full and part time instructors to the staff. If this 
is done under the supervision of the medical schools and a tuition is paid, I believe the 
program can be financed properly. 


I was interested in Dr. Davison’s remarks about the general practitioner, particularly 
his statement that they are interested primarily in educating men to become general 
practitioners. I am coming to the conclusion that the general practitioner is also going 
to go by the boards to quite an extent. The field of medicine has become so varied and 
so great that no one individual can cover it properly. In the development of our hos- 
pitals and our paved highways, statistics show that most people live within fifty or 
sixty miles of fairly good hospitals. 


I believe that the average general practitioner has not the means of making an 
exact diagnosis of many diseases, nor has he the facilities or training to give expert 
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treatment along many lines. It is my opinion that the general practitioner will develop 
primarily into a diagnostician who is going to decide where and to whom a person 
should go to obtain the best treatment for the major illnesses which may occur; he will 
continue to care for minor illnesses and most of the obstetrics. I grant that every doctor 
should have a good, fundamental, sound training in medicine, but I am beginning to 
believe that the general practitioner, as he exists today, does not diagnose many diseases 
any too well, or treat many conditions any too well. Now, that is a rather rash statement 
to make but it is based on my experience with a large number of individuals and I think 
we must take these facts into consideration in training these men for medicine, not only 
as students but in looking toward the future to that particular field of medicine into 
which they wish to go, either as general diagnosticians or specialists in some field of 
diagnosis and treatment. 


Dr. Victor JoHNson (University of Chicago): I particularly enjoyed these presenta- 
tions and I think that in a sense they mark a milestone in our thinking about postwar 
graduate education, the further training of the returning officers. 


What I mean is this: We have been inclined to think and speak in rather general 
terms before this. We have been trying to get at what the over-all picture in the nation 
at large is and we have been tending to think of this as planning which might be done 
by a central agency, by a national organization, but I think these papers point to the 
fact that we have now reached the place where we have come down to specific cases 
and each school, each hospital is going to have to ask now, “Exactly how am I going 
to fit into this situation?” 


The needs are generally known. There is no need to wait further. The schools are 
going to be involved véry vitally in educational programs which in the past have not 
been primarily conducted by the schools. We are going to ask hospitals very shortly, 
“What can you do in the expansion of your residencies and internships?” The figures 
indicate that an over-all doubling is probably going to be required if we are going 
to meet the stated needs of the medical officers. 


Now, in such doubling there is going to be, with many more men in these various 
places, much more opportunity to allow time for the very much needed basic science 
instruction and at that point, the medical schools can, in collaboration with nearby 
hospitals, contribute very largely to an improved program for the returning medical 
officers. 

I like particularly the suggestions that were made by some of the speakers that 
schools affiliate with more hospitals than those with which we have had close affilia- 
tion in the past. It seems to me that from these discussions there is no reason why 
every medical school and every hospital should not immediately formulate a committee 
with representation from hospitals, basic sciences and clinics to work out specific plans. 

We have now come down to cases and the generalities that were an unnecessary 
precedent to all this more specific discussion, I think, are a thing of the past. 


Dr. T. Lyte Hazvetr (University of Pittsburgh): I wish to endorse particularly 
what Colonel Hussey has said to you. It has been my privilege to speak to you before 
when I have tried to stress that all physicians should have some fundamental knowledge 
of some of the industrial health problems that we see in industry. 


There is a great interest by governmental agencies and there is much concern by 
labor relative to the health of industrial workers. I am sure industry at large does 
not want to participate actively in complete medical care regardless of what is said 
at times. Of course, this has a reflection on the present status of medicine in the industry. 
I think management has recognized the value of medicine in industry as never before 
from a productive standpoint; not only from a health angle but also from a morale 


angle. 
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I do not think there is any phase of our present-day industrial relations that has 
such a distinct bearing on morale of any organization as the medical service in that 
particular organization. This has been brought to light very largely, I think, in the past 
years by the studies of absenteeism and we find out how many men lose time by so- 
called sickness whether it is true or not. 

I think this has more than anything else to do with bringing management to the 
idea that medicine is of some value to our industrial organizations and with this ever 
expanding field of industrial relations, there has been an expanding field of preventive 
medicine in industry. It has been a long time since we defined industrial medicine in 
terms of traumatic surgery. 

The primary interest of any physician in industry must be preventive medicine. 
Furthermore, if we as physicians neglect this field, there are many groups of laymen 
most willing to take on this responsibility and I am saying that with much earnestness. 
We see this happening every day and I think we as physicians should not neglect this field 
of medical influence which we are basically trained in. 

We have had, unfortunately, few facilities in this country for graduate training 
as well as undergraduate instruction. A very good example is what Dr. Norris has 
planned for the City of Detroit. We must provide additional facilities for training. The 
American Association of Industrial Physicians and Surgeons is much interested in this, 
and I feel sure, if any of you will go ahead with these ventures of training in industrial 
medicine, you will receive strong financial support from industry. 


I can only say that I think we have a challenge in the medical profession not only 
to the men coming back from our Armed Services, but from industry as well, in pro- 
viding graduate medical training in industrial medicine. 


Dr. W. A. Pertzweic (Duke University): I would like to speak as a preclinical 
teacher. I am a biochemist. I should like to warn you that in order to achieve the 
programs that were outlined here this morning by Dean Davison and Dr. Burwell, a 
new departure will have to be taken from the time hallowed methods of teaching, 
particularly with regard to the preclinical sciences. 

All of you seem to be aware of the importance of integrating the advances made 
in the basic and preclinical sciences with the practice of medicine. But in order to 
achieve such an integration and to bring forth the full force to bear on the postwar 
postgraduate training, a new departure will have to be taken because it will do abso- 
lutely no good to assign a recently returned officer to the anatomical or the chemical 
or the physiological laboratory, to a textbook, and to a theoretically minded professor 
for the review of certain subjects. It will not register. It registers little on the poor 
preclinical student; it registers even less with the more mature medical man. 


On the other hand, if the integration were made beforehand between the clinical 
teacher and the preclinical teacher, a really effective short term program can be 
worked out. In other words, for my own part, I feel much more competent, much more 
certain of success in getting across an idea about modern developments in the mainte- 
nance of the various chemical equilibria of the body (the water balance, acid-base 
balance) if I were presenting my ideas with a dehydrated baby being shown alongside 
of me by a competent pediatrician; or a bloated case of edema, on cardiac or nephritic 
grounds, being shown by a competent clinical man. He and I can make a much better 
job of it together in presenting recent advances and developments in metabolic diseases 
or in chemotherapy, if the object of our solicitude is before us, and if we both regard 
it as a joint problem. 

The student understands us better, grasps the idea better, and is then willing to 
go to the library and study out, with help if necessary, the theoretical basis under- 
lying the advances in modern medicine. This sort of cooperation exists, as far as I 
know, at the present time in very few places; and if at all, only as a result of strenuous 
effort on the part of enthusiasts. 
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I wish to repeat tms note of warning: unless such cooperation between the pre- 
clinical and the clinical branches of academic medicine is established, your plans, no 
matter how pretty on paper, for the intellectual rehabilitation of the returned medical 
officers will fall very far short of the objective. 


Dr. D. Bawey Catvin (University of Texas): I would like to make one comment 
on this topic that Dr. Perlzweig has mentioned. In connection with the postgraduate 
training program, we have been discussing for some time the incorporation of an idea, 
similar to the one just mentioned, into our teaching schedule. 


The idea is something like this: That at least once a week there will be held an 
all school clinic of about two hours duration, for which the clinical men and the pre- 
clinical staff will be available. The cases will be presented by the clinical men. All of 
the students and the doctors who have returned and who are to be with us, will attend 
at this clinic. There will be a free and open discussion of every case by all of those 
who have anything to contribute whether they be clinical or preclinical men. This is a 
method of presentation that can go a long way toward solving the problem of academic 
viewpoint and approach in training these men who will come back to us for further 
work. Certainly, in regard to questions of shock, water balance, the use of vitamins, 
hormones and many other topics, it is the very best way to get the program across. 


Dr. E. S. Ryerson (University of Toronto): In developing this program we not only 
have to take into consideration the men who are coming back, but also the undergraduate 
program which has been so well defined by Dr. Davison and Dr. Burwell. In doing 
both, we have to realize and study what actually is going on in the medical services 
that are being provided for the sick and injured men in the various services. 


On Saturday last I attended a lantern slide talk by Colonel Coffey who is coming, 
I understand, to visit your country, too, to tell what is going on in one of the large 
convalescent hospitals in England and similar hospitals which he has succeeded in 
establishing in Italy, North Africa and France, in the care of the men, in order to get 
them back into the service as quickly as possible and in as efficient a condition as pos- 
sible. The individual patient is under the care of the medical service which provides 
and prescribes the treatment. 


The actual treatment is carried out by three groups of technicians. The first is the 
physical educators—the PEI’s—the physical education instructors who have been trained 
in bringing men back to physical fitness by physical activity. The best men in that group 
are men who have been trained in the service themselves and who have been former 
patients and who have gone through the mill themselves according to Colonel Coffey. 


In that way, no man can come in and say to the instructor, “Oh, well, to hell with 
you, you have seen no smoke and battle.” And then the fellow comes back and tells 
him about the five wounds he has and has seen more action than he has ever seen. 
These men are trained in a few physical exercises. They don’t need a full program 
of instruction such as the physical educators have to carry out their program because 
the turnover is so rapid. These men begin their physical exercises while the patient is 
lying in bed. 

Following the bed exercises there are sitting up exercises. This is followed by exercises 
of various kinds taken by the up-patients with casts and splints and dressings on. They 
do a certain number of general exercises and special exercises, but the objective is to 
see that the man never loses his physical fitness. They begin the program on what he 
calls his abdominals, which he says are largely appendixes and hernias immediately 
the first day after the operation and that is carried on throughout the whole time in 
bed. So, when it is time for him to get up, he is ready and prepared to get up and 
begin his sitting up exercises. Finally, before he is sent back to his unit, which is the 
case in many instances, he has to go through a test of a three-mile run on up-and-down 
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rough country and a ten-mile walk with heavy kit on and he usually arrives back in his 
unit in better condition than most of the men who are there. 


That is, I think, a thing that we have to realize with regard to our hospital care 
of all of our patients and also a thing that we have to take into consideration in our 
medical services. In other words, the end of the treatment is not when the operation 
wound is healed or the disease cured. 


I was rather interested to look up and find out why this term “health” is “in the 
dog house” as far as the medical profession is concerned. I took the trouble to look 
through all the books on physiology the other day in the library, the general physiologies, 
and found only one that had the word “health” attached to it. That was in the title, 
“Physiology in Health and Disease,” but it appeared nowhere in the index or contents 


of that textbook, the terms used being “normal” and “abnormal,” but with no mention 
of health. 


I happen to be the grandson of a man who graduated from New York University 
in 1833 and I am fortunate enough to have his notes. Among those at the beginning of 
his course in the Institutes of Physic, given by a Dr. J. M. Smith, he divides this field 
into the departments of Physiology, Hygiene, Pathology and Therapeutics. Under 
Pathology, strange to say, in November 12, 1832, he lists the terminations of disease 
and sickness as first “health,” second “death” and third “other diseases.” 


Now, we have got a little too far away from that point of view and as pointed out 
by Dr. Hussey and others, consideration should be given to the introduction of more 
health teaching in our schools. Strange to say, on this continent and to a large extent 
in the old country, too, the teaching of health education and physical education has 
been handed over to the educationists. 


I received last week and had a look through the latest Yearbook in Health. That 
book was not written by a medical man. The introduction to it was written by Dr. Ray 
Lyman Wilbur, but this book on health was written by a man by the name of Byrd, who 
was a Doctor of Education. I think the time has come when we have to bring these 
two groups, the doctors and educationists, into closer relation one with the other. 


At the meeting of the Association of Canadian Universities in June last, I presented 
there to the presidents of the Canadian universities and the Canadian medical schools 
the idea that the universities should begin to consider health as a university discipline 
and that in every medical school where the facilities for teaching anatomy, physiology 
and biochemistry are available, they should undertake instruction in health education 
to prepare individuals to go and teach health in the secondary schools. If that were an 
introductory course for a medical man, he would then be in a much better position to 
understand disease and to treat it and to carry on that treatment in the convalescent 
care of the individual. 


We are hearing now a great deal about physical medicine. Very little is mentioned 
in this development with regard to the much larger field of physical health. In psychoso- 
matic medicine there is little attention paid to psychosomatic health; likewise with social 
health and social disease. Health and disease have to be integrated to a greater degree 
if we are going to improve our program of medical education. 


As far as the graduate training of the returned man is concerned, I would like to 
merely compliment the two speakers and to say that we in Canada are thinking very 
much along the lines that they have described to provide refresher courses and graduate 
courses. In all of those, we are emphasizing the importance of basic training in the 
fundamental sciences of anatomy, physiology and so on, in relationship to their particular 
specialty. I think we have to provide that type of training for the men. 

In the statistics that were made of our Canadian medical officers overseas as to 
what work they desired after the war, we found that out of between two and three 
thousand returns, 26 per cent wanted to become surgeons, some 18 per cent specialists 
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in internal medicine, some 13 or 14 per cent obstetricians and so on down to various 
smaller percentages in the other fields and only 2.6 per cent wanted general training. 
There were no applications for training in any of the basic sciences. 


That, to my mind, reflects the effect on the student of our present course in medical 
education and the impression made on him as a result of passing through the experi- 
ence that he does in the present undergraduate program, in which the emphasis is so 
largely on the specialties rather than on the work of the general practitioner. I would 
like to disagree with Dr. Callister with regard to the general practitioner. I think that 
the general practitioner is going to be just as essential in the future as in the past. He 
may become somewhat different, possibly some of it being in the nature of a clearing 
house, but a great deal of his practice then, as it is now, will be in diagnosing and 
prescribing for functional disturbances of this or that kind, but in which no actual dis- 
ease can be discovered. Unfortunately the student doesn’t see cases of this kind to any 
appreciable extent in his undergraduate medical course, for his clinical experience is 
largely spent in learning the methods of diagnosing organic disease conditions. The 
kind of diagnosis the general practitioner is called upon to make in many instances is 
“Has this person a disease or has he not?” Even if he finds that he has no disease, he 
must decide in what way he can advise him so to restore him to health. I thank you. 


Dr. Rosin C. Buerki (University of Pennsylvania): I would like to add a note of 
caution. In our enthusiasm to supply all of the returning men with the educational 
opportunities they want, do not make too many facilities available for the development 
of specialists. Be sure that the country can absorb the men you train. When you are 
developing a program, keep it at the graduate level described this morning and be sure 
that the hospitals come to you and you confer with the hospitals to make the training 
really worth while. In contrast to this, make all opportunities available for refresher 
courses. There can never be too many refresher courses. 


Lr. Cot. Harotp C. Luetu, M.C. (Surgeon General’s Liaison Officer to the American 
Medical Association, Evanston, Illinois): I very heartily agree with the many remarks 
made by the earlier speakers and, in particular, I am taken by the thought of provid- 


ing some adequate basic training in the preclinical sciences for the returning medical 
officers. 


In discussing the subject intimately with a number of officers, they want preclinical 
instruction and not a rehash of their first and second years. They want it from a dis- 
tinctly clinical viewpoint. I think Dr. Burwell has almost offered you the prescription 
of how it can be done. Take your preclinical teachers that you have now, admitting 
that they are only a skeleton group and use them for undergraduate instruction in the 
future. As the returning teachers come back, use your better ones for graduate instruc- 
tion. Let some of them teach the preclinical subjects to the returning medical officers. 
Such teachers will have the medical officers’ viewpoint and they will teach from a 
clinical viewpoint. 


Use returning medical teachers as a separate group, as outside the quota, to give 
a new type of graduate instruction, and I think that you will find it will go over very 
well. It will supplement your preclinical departments. It will bring fresh life to them 
and give the medical officers just the type of training they want. 


As a further view, we will be called on in America to give graduate instruction to 
the returning medical officers and, as has been intimated, to physicians from many parts 
of the world. Many foreign countries are going to look to America for graduate medical 
education. If we attempt giving better graduate instruction to returning medical officers, 
it will be a good trial method for ultimately developing some real sensible graduate 
medical education. 
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Intern Selection: Wanted, An Orderly Plan* 


JosePpH Turner, M.D. 


Director, The Mount Sinai Hospital 
New York City 


Your Secretary has invited me to talk to you about the prevalent disorder 
in the methods of intern selection and the possibility of remedying the confusion. 
This is a subject which you have dealt with so often in recent years that it would 
not be helpful to consume time by going into it in considerable detail. The mem- 
bership of the Association of American Medical Colleges is all too familiar with 
the present difficulties, and I think everyone is in agreement that the problem 
has so far resisted all efforts at solution; plans have been developed for orderly 
intern selection which died aborning; hospital associations have considered ways 
and means; hospitals in some cities have attempted by cooperative action to put 
local intern selection on an orderly basis. Yet, so far, there has been no practical 
plan which offers a solution on more than a narrow or local basis, no plan which 
corrects the present chaotic situation in schools and hospitals, and no plan which 
meets the problem of the students themselves. 


I assume, also, that we are all agreed that selection of students for intern 
training is an essential part of our program of medical education and so of vital 
interest to this Association ; and that if there are many differences, they arise not 
because the urgent need of an orderly method of intern selection is not generally 
acknowledged but because there is not complete agreement as to the methods to 
be followed. The interests of undergraduate medical education require that the 
present chaos in intern selection should be cleared up. Something concrete and 
practicable must be done; if we could assure the student of our interest and 
militant support, we should go more than half way toward reaching a solution. 


There never will be a final, definite and completely equitable plan for intern 
selection, one which will meet every conceivable situation and need. I should 
be foolhardy if I offered a cure-all for the present evils in intern selection. But 
we can have and should have a mechanism which will do the most for the stu- 
dents and which will merit the support of thoughtful hospital officers every- 
where, “for while the medical school may sell the student his ticket of admission 
to the play, seats are not ordinarily reserved, and it remains for the hospital 
eventually to usher the medical graduate to his place.” As a hospital administra- 
tor, then, I feel that I may solicit your interest in a corrective plan, which aims 
to apply a few simple principles and which, if it does nothing more, will put 
some order into the disorder of intern selection, a disorder which has, by now, 
become intolerable, a disorder that increases from year to year. 


At one time, there were high hopes that hospitals, by concerted action, could 
effect a solution, but I am now convinced that the approximately 750 hospitals 


* Read at the Fifty-fifth Annual Meeting of the Association of American Medical Colleges, held in 
Detroit, October 28-25, 1944. 
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in the United States that offer the 8,000 approved internships by which your 
students continue their medical education can never, by themselves, provide the 
remedy. There are several reasons for this. First, there are too many hospitals 
concerned, they have increased greatly in number in the past three decades; 
moreover, these institutions vary too greatly in ideals, in resources, in locale, in 
methods and procedures, to be able to agree on a common, all inclusive, equitable 
plan which can be applied from coast to coast. I am convinced that relief can 
come only through plans developed and approved by the deans of the medical 
schools throughout the country—plans, furthermore, supported by the concerted 
action of these schools. 


THE PROBLEM 


The problem is not new. We have all been conscious of it for a long time. 
I have known it for 30 years, I knew it as a medical student; and today the 
situation is aggravated, so much so in fact, that the regularity of teaching and 
the routines in your medical schools are greatly disturbed for many months in 
the year. Your students are distressed; you, as deans, are harrassed; and there 
is something to be said for the troubles of some of us hospital administrators. 


The problem need not be elaborated on at great length; it can be stated 
quite simply. Twenty-five and more years ago, the selection of interns by most 
hospitals took place in the last half and even the last quarter of the senior school 
year. That selection has now been advanced on the school calendar to the be- 
ginning of the junior year and, indeed, inquiries now come to me even from 
sophomores. The dates of examinations and selection have been pushed farther 
and farther back, through the efforts of some hospitals to get ahead of others 
in the choice of candidates, for hospitals can exercise pressure on the selected 
candidates by requiring acceptance of offers of internship at once or within a short 
time. The student’s dilemma is understandable; if the first offer of this kind 
comes from a hospital of second or third choice, he loses out entirely if he de- 
clines and is not selected later by the hospital of his first choice. I do not need 
to tell you of the frustrating and harmful effect on your students during college 
days and even in later life if, through this early and unwilling pledge, a later 
offered internship in the hospital of first choice is lost. 


A CORRECTIVE PLAN 


What do I propose as a means of correcting the time-consuming, distracting 
and inequitable method of selecting interns? The plan I offer is simple. It in- 
volves several fundamental conditions which reach to the heart of the situation, 
which are within your aggregate powers and resources and which can easily be 
met by cooperative action on your part. These conditions are: 


1. The plan, to be effectively useful, must be on a nationwide basis. 


2. All college years must begin and end within a short calendar period. I 
recognize that this will be difficult in the present disturbed accelerated wartime 
program but time will correct this wartime calendar. 
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3. No report or appraisal of a student should be issued by a medical school 
before a fixed date, to be determined by you as a group. This date would seem 
to come best after the completion of the third year and long enough after the 
close of the term to allow records to be completed for three years of school work. 
I shall call this the “School Date.” 


4. There should also be established by the medical schools—perhaps, by 
the Association of American Medical Colleges with the cooperation of the 
Council on Medical Education of the American Medical Association and of 
the American Hospital Association—a second, fixed, predetermined date before 
which no hospital shall require a firm acceptance of an offered internship. This 
second date should come before the beginning of the senior school year—and 
this I shall call the “Acceptance Date.” 


5. Hospitals may arrange to examine, grade and select interns at any time 
between the “School Date” and “Acceptance Date” that suits their conveni- 
ence. This time, after the war, will be in the vacation period between the junior 
and senior years. 


6. A student who is forced, directly or indirectly, into advance acceptance 
of an offer of internship before the “Acceptance Date,” shall not be penalized 
if he repudiates such acceptance before the “Acceptance Date” in order to 
accept a later offer. The adoption of this rule is an absolute condition and the 
plan cannot operate without it. It is necessary, in order to leave the student 
free to accept a later offered internship of his choice, if he has earned it and 
it is offered to him before the “Acceptance Date.” 


7. Nothing in the foregoing arrangements shall prevent a student from 
voluntarily accepting an internship before the “Acceptance Date” if the offer 
comes from the hospital of the student’s first choice. This stipulation is desir- 
able in order to permit the student to withdraw applications from other hospitals 
before the “Acceptance Date” and so clear the way for other candidates. 


8. Routines should be set up in medical school offices so that definite accept- 
ances will be made known promptly and automatically to the college and to other 
hospitals to which the student may have made application. 


ILLUSTRATIONS OF THE OPERATION OF THE PLAN 


Let me illustrate just how this plan will operate. During the junior medi- 
cal school year, hospitals will announce in their own ways, the number and 
nature of the internships which they have to offer; the students will make in- 
quiries and applications to those hospitals in whose internships they may be in- 
terested. These negotiations will not interfere with school work. The medical 
schools will receive the usual inquiries about the prospective intern applicants 
from those hospitals which regularly seek this information; and, as | see it, the 
school need only hold these inquiries until the “School Date,” when the desired 
information will be made available. 


Now let us assume that Mr. X, a leading student in any medical school, has 
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applied to hospitals A, B and C for internship. His preference is in the order 
named. Suppose he hears first from hospital A and learns well in advance of 
the “Acceptance Date” that he is acceptable to hospital A which, as I have said, 
is his first choice. He need not accept this offer before the “Acceptance Date”; 
but since hospital A is his first choice and he has nothing to gain by waiting, 
he can voluntarily give his acceptance in advance and at the same time with- 
draw his application from hospitals B and C, thus clearing the way to other 
students applying to them. 


But, suppose he hears first from hospital B and shortly afterward he hears 
also from hospital C. Both are willing to accept him as an intern (remember 
that Mr. X is a very desirable candidate). However, his first choice is hos- 
pital A; he wants this particular internship if he can get it. Perhaps, it offers 
a better educational program; perhaps it meets his individual needs; perhaps 
it is in his home town; or is preferred for any other reason. Now under this 
plan, Mr. X need not accept the offers from hospitals B and C. He can still 
wait to hear from hospital A, but he can withdraw his name now from hospital 
C since he is assured of an internship in hospital B which is his second choice. 


Suppose that he hears favorably from hospital A. It may be several days 
before the ‘Acceptance Date.” He can, at this point, still accept hospital A 
and withdraw promptly from hospital B. Under this scheme, both he and hospital 
A have benefited; the student has been accepted by the hospital of his first 
choice; the hospital has secured the intern of its choice. True, hospitals B and 
C may not be too pleased with the result, but they have no real claim on Mr. X 
since he really wanted the hospital A internship, and has received it. 


But suppose the student does not hear favorably from hospital A in time, 
or suppose he hears unfavorably; he still has the hospital B offer and accepts 
it on “Acceptance Date.” He must do this no later than the “Acceptance 
Date” or risk losing the position. In this case, the student has accepted the best 
he can get and he will have no grievance, as he would have today if he has been 
forced into accepting a hospital of second or third choice before he has a chance 
to learn the fate of his application with the hospital of his first choice. 


Let us continue our supposing and assume that either hospital B or hospital 
C acts unfairly in this matter and presses Mr. X for an early acceptance in 
advance of the “Acceptance Date.” Mr. X may be led to believe, he may even 
be told, that unless he accepts before the “Acceptance Date,” the offer will be 
withdrawn. He may even feel compelled to accept the appointment under such 
black market conditions on the principle of the “bird in the hand;” and then 
he may learn, before the “Acceptance Date,” that he is accepted also by hos- 
pital A. In such an event, it is up to you, the deans, to protect Student X. He 
should be able, without prejudice or penalty, to reject his earlier and improperly 
pressured acceptance of hospital B or C and to accept hospital A instead. His 
action must be upheld by his school and by any associations or organizations 
which keep records of student and intern matters. (1 have in mind, such records 
as are kept by the American Medical Association, which in one of its regular 
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questionnaire forms on interns, at present, provides some space for setting down 
such violations of internship agreements.) This support will preclude any stigma 
attaching to the student; and the offending hospital will find it has gained noth- 
ing by its improper practice, and the practice will disappear. 


I do not think that I need, before this group, go into a long recital of the 
benefits which will flow from this plan. Certainly, the students will gain in 
stability and peace of mind and the better student will benefit most of all. You 
know better than I how such a plan will reduce and even eliminate the dis- 
ruption of medical school routines inherent in the present chaotic and uncon- 
trolled situation, and how it will make easier your office administration. 


The plan will ultimately benefit even those hospitals which today are not 
the most desirable to students, for it should stimulate these hospitals so to im- 
prove their internships that the students will seek and be more likely to accept 
them when offered. In this way it may not be unreasonable to believe that it will 
help medical education generally. 


It will tend to discourage an aggressive hospital of second, or even first 
rank educationally from exerting duress on a student to accept its offer of 
internship when that student may prefer, and may very well have the oppor- 
tunity, to serve his internship in another hospital which selects him later before 
the “Acceptance Date.” 


What about the unplaced students and the unfilled internships which will 
remain after the “Acceptance Date”? There will certainly be some of both. 
When the “Acceptance Date” is passed some hospitals will find themselves with 
full intern quotas and many of the students will be placed; but some hospitals 
will find themselves with incomplete intern quotas and some even with none. 
Also, some students will still find themselves unplaced. I have no answer to 
these questions; in fact, I cannot foresee how much of a problem will remain 
once “Acceptance Date” is passed. This will depend on how many students 
remain unplaced and how many internships remain unfilled,—and experience 
is needed to indicate these numbers. It would seem obvious, however, that this 
residue will include only the students with lower standing in their classes, and 
the hospitals which are not the first choice for intern training. I foresee some 


scrambling among students and hospitals to adjust the leavings after the “Ac- 
ceptance Date.” 


Perhaps places can be filled quickly and best at this time by direct negotia- 
tion between the individual student and the hospital, with the help of the school. 
If the plan works out as well as I think it will for the initial group, it may be 
found desirable and quite feasible to establish a second “Acceptance Date,” 
say a month later, and to repeat the procedure for those who remain unplaced. 
However, in the beginning, I think it would be the better part of wisdom not 
to plan beyond a first “Acceptance Date.” We can discover by experience, by 
trial and error, just how the plan operates, what weaknesses it develops in prac- 
tice, what unforeseen situations arise, and so determine what further modifica- 
tions will be needed. 
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Some of you may ask, what about the students and the hospitals which will 
continue to negotiate directly and complete appointments without the assistance 
of the medical school? There is no way to stop this and I do not think that it 
need be stopped. Some students will know the hospital in which they will want 
to intern when they enter medical school, or even before. But there need be 
no objection to this early decision, where a student receives a definite direct offer 
of internship from the hospital of his own choice; those immediately concerned 
are content and it should give us no concern. 


This plan is not going to work merely as a paper outline; no plan can. It 
requires a certain amount of interest, support and service on the part of all con- 
cerned. The school office must play an active part in helping with applications 
and negotiations between students and hospitals. This will serve partly to pro- 
tect the student from improper duress, and partly to make sure, when an intern- 
ship is accepted in advance of the “Acceptance Date,” that other hospitals to 
which the student has made application are promptly advised, so that they may 
remove his application. 


How will a hospital handle its end? There may be a number of ways— 
hospitals are so unlike that no one answer will fit all cases. But I can tell you 
how I think one, The Mount Sinai Hospital of New York, will function under 
the plan. In peacetime, the Hospital offers a definite number of rotating ward 
service internships. For many years it has received several hundred applica- 
tions annually, nearly all from leading students. Formerly, selection was made 
through written elimination examination and as many as 200 from all parts of 
the country actually put in an appearance for this examination. The method is 
now changed in some particulars and in recent years, the school record has been 
given added weight in the grading. 


Under the proposed plan, we shall probably continue to grade the appli- 
cants by an appraisal based on the school record plus some form of examina- 
tion. We shall announce or post a list of about twice as many names as we shall 
ultimately accept, the names being listed in the order of standing. Anyone in the 
first half will know that he has an offer of internship. He can accept at once, 
if he wishes, but need not do so before the “Acceptance Date.” Anyone in the 
second half will know that he is on an alternate list, to be moved up if any of 
the first half elect to go elsewhere. A student listed high in the second half will 
know that his prospects are better than those listed lower down. 


We shall plan to keep the alternates informed periodically of acceptances 
and rejections, so that they will know if they are moving upward and at what 
rate. It will, of course, mean more office work for us; but we feel that the 
student should have the opportunity which he has earned and that it is up to 
us to keep him informed. We shall probably make and announce our selections 
about midway between the “School Date,” when the medical schools make their 
records available, and the “Acceptance Date,” before which no student can be 
compelled to give an answer. 
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SUMMARY 


Here, then, is the plan in its essence. May I go back now to state again 
its basic requirements? 


1. The plan must be nationwide in operation and all medical schools must 
cooperate. 


2. The schools must agree on a common “School Date” before which no 
one will make its records available. This date should come soon after the junior 
year closes and all school years should close as near as possible to a single cal- 
endar date. 


3. There must be agreement on a second common date before which a 


student cannot be required to accept or reject an internship offer. This is the 
“Acceptance Date.” 


4. There must be no penalty to a student who, for any reason feels com- 
pelled to accept an offer of internship before the “Acceptance Date” and who 
learns before this date that the hospital of his preference will accept him. This 
elimination of penalty is an essential part of the plan. 


And now, if you find this program acceptable, it is to you that we—hos- 
pitals, medical schools and students—must look for its practical development. 
It is you who must put it to work. It will accomplish nothing if it remains 
merely as a talk or a paper; it must be implemented by effective action. If you 
join in approving this scheme (or any other method that seems to you acceptable) 
you will replace today’s disorderly scramble for intern places with a decent and 
dignified system of selection. I am sure that you have the power and the re- 
sources to accomplish this useful end. 
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Possible Methods for Remedying the Chaos 
Surrounding Intern Appointments* 


Leverett S. WoopworTH 
Associate Director, Harper Hospital 
Detroit, Michigan 


In a recent paper, Dr. Joseph Turner, Director of the Mount Sinai Hos- 
pital, New York City, ably discussed the present chaos surrounding intern selec- 
tions and suggested a nationwide corrective plan, based upon: (1) a uniform 
time of ending of the third year for all medical schools; (2) a fixed date en- 
titled “School Date,” before which no appraisal of a student should be issued 
by the deans of the medical schools and (3) an “Acceptance Date” before 
which no hospital may require an unbreakable acceptance of an offered intern- 
ship. The “School Date” and “Acceptance Date” must be uniform throughout 
the country and no intern contracts should be valid before “Acceptance Date.” 
The success of the plan, as Dr. Turner states, is dependent on the full coopera- 
tion of hospitals, medical schools and students. 


In order to facilitate this cooperation, I believe that the Association of 
American Medical Colleges should be the coordinating agency. It should dis- 
tribute to the medical colleges a uniform application blank bearing the head- 
ing of the Association. These would be distributed without restriction about 
two weeks before the “School Date” to the new senior students by the deans 
of the medical colleges. The student would fill out his part of the application, 
address it to a hospital of his choice and return it to the dean’s office. The dean 
would make the necessary record of the student’s sholarship through the third 
year, add remarks (preferably a summary of the faculty’s rating) on the pro- 
spective intern’s personality, industry, appearance, etc., and forward the applica- 
tion on the “School Date” to the hospital of the student’s choice. Hospital ad- 
ministrators could be acquainted with the plan by a publication in the official 
magazine of the American Hospital Association, Hospitals, under the sponsor- 
ship of its Council on Professional Practice. If hospital administrators would 
refuse to accept application blanks of other origins, the deans of the various 
medical schools would be able to control the very upsetting intern application 
period which now extends over so many months. 


At the beginning of this preliminary application period the deans would dis- 
cuss with their students the points which should be considered in the selection 
of a hospital for internship. Some of the pertinent data on hospitals are recorded 
in several places, among others: the American Medical Association Directory, 
the Hospital Number and the Medical Education Number of the Journal of 
the American Medical Association, the American Hospital Association Transac- 
tions, and the Approval Number of the Bulletin of the American College of 


* Read at the Fifty-fifth Annual Meeting of the Association of American Medical Colleges, held in 
Detroit, October 28-25, 1944. 


[34] 


Surgeons. The latter Bulletin of October, 1941, is the last to give a good descrip- 
tion of some of the educational facilities of hospitals having approved surgical 
residencies but does not cover hospitals not so approved. The Association of 
American Medical Colleges might consider undertaking the rating of hospitals 
already approved by the American Medical Association for internships. The 
present American Medical Association approval is an insufficient basis to guide 
the student properly. Too many hospitals fail to provide a real educational experi- 
ence for the intern. The Association might send a questionnaire to hospitals 
approved for internships in order to find out, in more detail, something about 
their educational programs for the instruction of their interns. 


Although the deans of many medical schools request their former medical 
students to send in reports on the various hospitals where they intern, these re- 
ports are sometimes biased by immature judgment and personal feelings and 
should not be accepted without evaluation by the prospective intern. Seldom 
does the hospital have any record of these comments by the former interns and 
may not appreciate the intern’s dissatisfaction with his experience, except possibly 
by noting the diminishing number of applications from some medical schools. 
The hospital thus criticized has no opportunity to reply. But in spite of this, if 
the reports show substantial agreement, a discreet summary of comments or a 
simple grading of hospitals by deans’ offices on reports coming back from former 
students now interning might enter into any rating of hospital internships by 
this Association. Thus the hospitals offering poor internships would improve 
their educational standards or fail to attract candidates. 


Many of the students who appear for interviews prior to selecting a hospital 
for internship have seemed to lack knowledge of what to ask hospital adminis- 
trators about their hospitals. Seldom does a prospective intern ask about the 
autopsy percentage, or ask whether there are weekly demonstrations to interns 
of pathological material by the pathologist in addition to the regular clinical- 
pathological conferences. Often he does not inquire whether formal teaching 
rounds are held by all services. He seldom asks about the excellence of the 
medical library or if there is a trained medical librarian in charge. There seems 
to be little interest in the presence of a journal club. The student rarely asks 
about the possibility of obtaining outpatient experience. I have never had a 
spontaneous question about the meetings of the local medical society—and after 
the student has entered on the duties of his internship, he rarely attends the 
scientific meetings of the medical society even though they are well worth while 
and he is urged to attend. The importance of these factors could well be stressed 
by the deans in their talks to students about internships preliminary to the 
time of their application. Possibly these points should be covered in the afore- 
said questionnaire—with the exception of the autopsy percentage and the avail- 
ability of service in the outpatient department, which are now recorded in the 
Approved Internships bulletin of the Council on Medical Education and Hos- 
pitals of the American Medical Association. Thus, information on these addi- 
tional factors would become available to the deans and their students and would 
guide the students to the better internships. 
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The success of the plan presented by Dr. Turner will be considerably de- 
pendent on early completion by the students of their personal interviews with 
hospital administrators, when such interviews are required, and upon the early 
completion of examinations by the smaller group of hospitals where examina- 
tions are still required. As early as possible between “School Date” and “Ac- 
ceptance Date” hospitals should act on the applications and submit their offers 
in order that there may be the opportunity to complete all the first choice 
acceptances early in the interval period. With the early settling of many of the 
first choice contracts time would remain before “Acceptance Date” for many 
of the second and third choice contracts to be completed—because the student 
who had obtained an appointment from the hospital where he really wanted 
to go would consider the contract complete and then should withdraw applica- 
tions from his second and later choice hospitals. These hospitals would then 
be in a position to make offers to applicants on their alternate lists. During 
the latter part of the interval period before the final “Acceptance Date,” hos- 
pitals which found themselves short of candidates could well write to the deans 
of several medical colleges and ask for additional applicants. The deans might 
be in a position to approach students who had been notified that their first and 
second choice hospitals had completed selection and had not offered them ap- 
pointments. I believe that if the interval between “School Date” and “Ac- 
ceptance Date” were about seven weeks there would be sufficient time to com- 
plete most of the internship contracts without scheduling a second “School Date” 
and a second “Acceptance Date.” 


This closer working arrangement between deans’ offices and hospital ad- 
ministrators might lead to an extension of a practice which is operating satis- 
factorily in some instances at the present time. These hospitals and deans have 
arranged for the dean to nominate, with the consent of the student, a certain 
number of prospective interns, yearly, for service in the hospital. The hospital 
may ask the dean to select from only the upper scholastic half of the class—but 
otherwise rely entirely on the dean’s judgment of the student. This plan has been 
found to be particularly satisfactory when a hospital desires to receive some 
interns from distant medical schools, where the personal interview with the 
candidate would lead to considerable expense and inconvenience. In support 
of this method of selection we have found that the deans’ recommendations 
usually agree closely with the record the intern makes during his subsequent 
service in the hospital. As compared with the personal interview as a means of 
selection, it is far superior. In asking for students from the upper half of the 
class we are relying upon the factor which we have found to be the most re- 
liable indicator of future performance in the hospital, the scholastic record. I 
have used a simple rating mechanism for interns for several years. The attend- 
ing physicians and residents place each intern whom they have supervised, ac- 
cording to scales of characteristics. These ratings are then reduced to figures 
and the interns are placed in order of excellence of service. I have found that 
there is a remarkable agreement of the relative position of the intern as arrived 
at in this manner with his scholastic standing in his medical college class. Our 
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limited experience with this method of acquiring interns would lead us to 
recommend its wider use. 


Since the three organizations which are primarily concerned with intern 
education are: the American Medical Association through its Council on Med- 
ical Education and Hospitals, the American Hospital Association through its 
Council on Professional Practice, and the Association of American Medical 
Colleges, it seems logical that a joint committee composed of representatives of 
these organizations should consider the many problems surrounding the selec- 
tion of interns and should recommend joint action to the parent organizations. 
I understand that there is a joint committee being appointed and I would urge 
rapid action on the committee and on the parent organizations because applica- 
tion blanks are already being requested by students who will not graduate until 
the spring of 1946. 


DISCUSSION 
ON PAPERS OF DRS. TURNER AND WOODWORTH 

Dr. R. C. Buerkt (University of Pennsylvania): I cannot disagree in any way with 
the desire expressed in the two papers just read for a more orderly presentation of the 
problem and I can assure you that if your Association is ready, the American Hospital 
Association is, as it has already appointed a Committee to work with you on this problem. 

I am a bit skeptical, however, concerning the results of concrete proposals regard- 
ing the problem, because we are dealing with human beings and institutions. Unfor- 
tunately, the latter act like human beings at times. That fact does not deter me from a 
desire to attempt a better solution than we have, because almost anything is better than 
the present practice. 


Dr. Turner intimated that this problem has been with us a long time. There was 
a joint committee twenty years ago, which labored for almost two years before it pre- 
sented its proposal. This proposal, although officially accepted, was not adhered to by 
participating groups and lasted only a short time. As a member of the joint committee 
which attempted to solve this problem six years ago and presented a solution, I realize 
the difficulties involved. At that time over 85 per cent of the hospitals controlling most of 
the internships signed on the dotted line, and again the solution failed. So, I say I am 
skeptical, although I hope we may do something this time. 

The point made by Dr. Woodworth that deans and hospitals should get together 
in the selection of interns should be emphasized. In such a plan the hospitals permit 
the deans to select their interns. Where this plan has been tried, it has been found to 
be successful. The University of Wisconsin places most of its medical graduates in this 
manner. I am sure that a large number of hospitals would be happy to turn the selec- 
tion over to you, if they would be assured that their vacancies would be filled satis- 
factorily. A single hospital might agree to accept interns from several schools. 

The need for a greater educational content of the internship should be mentioned 
at this time. Hospitals recognize this need and are looking to you to help develop and 
stimulate that educational content. I am sure Dr. Johnson did not mean what he said 
earlier this morning when he suggested that medical schools should exert pressure on 
hospitals and force them to raise standards. I am sure that he meant that a program 
of mutual cooperation should be developed. You people, particularly during the war, 
are very allergic to pressures of any kind—cooperation, yes, desire to work together 
in teamwork, yes. If the war is teaching us anything, it is the realization that we do not 
want pressure. We must submerge individualism in favor of teamwork. So, I urge team- 
work and not an arbitrary ruling. Work together with the hospitals so that they may 
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develop acceptable internships. When they are unable to do this, suggest that they em- 
ploy paid house officers, rather than attempt to secure interns. Paid house officers are 
doctors who have completed good internships and who are looking for additional experi- 
ence. These men should not be confused with residents who are continuing their educa- 
tion in order to become specialists. Finally, I want to take this opportunity to tell you 
that hospitals are just as distressed as are medical schools over the present chaotic con- 
dition existing in the appointment of interns and will be happy to join with you in an 
attempt to find a satisfactory answer to the problem. 


Dr. J. A. Curran (Long Island College of Medicine): All of us in the Association, 
I am sure, are deeply interested in Dr. Turner’s bold attempt to cut the Gordian tangle 
typified by the difficulties into which we fall each year, in connection with intern place- 
ment. While cooperative plans have been organized in cities of the size of Philadelphia 
and Boston, this is the first time, to my knowledge, that a concrete proposal has been 
made to deal with the problem on a nation wide basis. In view of the growing concern 
by the Association in the educational quality of internships, and the desire on the part 
of our graduates to seek these opportunities in all parts of the country, it is obvious that 
we must try to work out a more orderly and systematic manner for handling the situation. 


While the Executive Council has already recommended that no letters of recommenda- 
tion supporting internship applications should go out until after the end of the junior 
year, Dr. Turner’s insistence that this be agreed on by all the medical schools is worthy 
of emphasis. Its importance may be illustrated by a situation created one year ago 
among the schools in New York City by such an agreement on a local basis. It was then 
discovered that in two neighboring cities all internship vacancies were being filled by 
students before the end of the third year. As a result, the New York schools were forced 
to abrogate hastily their rule against sending out earlier information. 


Since the academic calendar is not identical in all American and Canadian colleges, 
we may encounter difficulties in carrying out a widespread agreement to withhold 
credentials until a certain deadline; but it seems probable that the great majority might 
conform. 


The suggestion of a second “Acceptance Date” has the virtue of simplicity and, as 
Dr. Turner points out, would not require an elaborate bureaucratic machinery to im- 
plement it. If we ignore the problem of lack of complete uniformity of academic calendar, 
there are still difficulties to be met. To begin with, the plan asssumes that from the be- 
ginning of the process, the student will have a clear idea as to the best internship in 
an “A,” “B,” “C” order of priority. After reviewing lists of internships submitted by 
deans from the eight regions, it is apparent that there is no clear agreement among them 
regarding the “A,” “B,” “C” order of choice, as to educational standing of internships 
even in the same city! Actually, the poor student who may be handicapped by too many 
well meaning advisors, may change his mind several times between the “School Date” 
and “Acceptance Date.” What may have seemed an “A” hospital earlier in the game, 
drops later to a lowly “C” position on his list. Also, an occasional student, being human, 
is tempted at times to secure acceptance by a less desirable hospital with the hope of 
using this acceptance to bring pressure on the hospital which ranks at the top of his list. 


While pressure tactics by certain hospitals, such as, demanding signature of contract 
before leaving the building after an examination, or answer by return telegram, are 
easily subject to proof, there are other forms of serious pressure which are not so easily 
detectable. Who is to act as umpire in cases of dispute in these matters? 


Obviously, if the plan can be made to work, it is going to require an intensification 
of our efforts to educate ourselves, the students, and last, but not least, the hospitals as 
to the quality and quantity of internships available. This year for the first time, a 
classification of these possibilities has been completed, focusing the attention of medical 
educators on their responsibilities to their graduates. This should be considered only a 
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beginning. Annual reviews should improve the selection very greatly, enable deans to 
advise more intelligently, and furnish a powerful stimulus to hospitals to enhance the 
educational value of their internships. 


While we are assuming that we can form a fairly clear appraisal of the relative 
standing of internships, we must guard against the assumption too often made by hos- 
pitals that students, ranking in the upper half of their classes, are the only ones who 
will make really good interns, while those in the lower half will make poor interns. 
This impression is quite widespread and ignores the improvement in student quality 
during the past twenty years, due to better selection in the uniform quality of instruc- 
tion given and the weeding out of those unqualified during the course. We must educate 
the hospitals to the concept that if any student deserves to graduate, he also deserves 
a good internship. Only in this way can we overcome the tendency to a complacent 
acceptance of the idea that, for students in the lower half of their classes to be placed 
in inferior internships is justifiable and inevitable. Medical colleges cannot go on con- 
doning a situation through which perhaps one-half of their educational investment in 


their students is lost within one month of the time their graduates begin a mediocre 
internship. 


After many years of disillusioning experience, I have been inclined to accept Dr. 
Turner’s pessimistic estimate of the inability of the hospitals to set their own houses in 
order and furnish effective cooperation in the plan proposed. The majority of the mem- 
ber institutions of the American Hospital Association do not have internships and, 
therefore, have had little interest in the matter. Furthermore, hospitals having internships 
vary so much among themselves as to forms of control and leadership, that there has 
been little hope of concerted action. In the keen competition for a full quota of the best 
interns obtainable, it is difficult to get hospital superintendents and chairmen of selec- 
tion committees to look much beyond their own local needs. While this may sound like 
encouraging irresponsibility, I am inclined to agree that any internship “Dumbarton 
Oaks” arrangement we may desire will depend for its successful enforcement on the 
backing of our Association and of the American Medical Association. 


Dr. Turner’s plan may not be the final answer and will probably require further 
modification, but I believe it is worthy of a trial. 


As to Dr. Woodworth’s recommendations, I doubt very much whether questionnaires 
to hospitals will give any more information than that already available in American 
Medical Association publications. More discerning and definite appraisals must depend 
on personal visits by medical school administrators or faculty members entrusted with 
the responsibility of advising internship candidates. The resultant conferences with 
hospital directors and chairmen of intern committees are the only sound basis for real 
cooperation. If this can be implemented further by real backing by the Council on Pro- 
fessional Practice of the American Hospital Association, with whatever disciplinary 
action the Council on Medical Education and Hospitals of the American Medical Asso- 
ciation may choose to take, we may at long last put a stop to the ridiculous runaway 
trend to appoint interns, earlier and earlier during the medical course, and defer the 
process until more sound and sensible decisions can be made. 
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The Future of Medical Education in Great Britain 


Sir ArTHuR S. MAcNALty 


K.C.B., M.D., F.R.C.P., F.R.C.S., formerly Chief Medical Officer, Britain’s 
Ministry of Health and Board of Education. He is now editor-in-chief 
of Britain’s official Medical History of the War. 


Medical education in Great Britain has a high and well-deserved reputa- 
tion. Yet, like many other British institutions, it has grown up on no coordinated 
plan or system. Individual universities and medical schools have progressed 
and advanced on their own initiative with varying standards, some excellent, 
some good, some indifferent. 


This discrepancy in training has been counteracted since 1858 by the estab- . 
lishment of the General Medical Council which inspects the final examina- 
tions and prescribes certain standards of qualification for admission to the Med- 
ical Register. But it is well known that the standards of qualification still vary 
considerably, some bodies exacting a very high standard, others suiting their 
requirements to meet the bare minimum required by the General Medical 
Council. In this diversity of schools arises a degree of emulation partly justifi- 
able but often carried to extremes, so that a University graduate in medicine 
will look down on his brother holding a college diploma even as the Corinthians 
boasted: “I am of Paul; and I of Apollos; and I of Cephas .. .,” and were 
reprimanded by St. Paul for forgetting the unity of their profession. 


In the United States, as a rule, every medical practitioner holds a university 
degree, although the standards of graduation formerly greatly differed. This 
was not the case in Great Britain and Ireland where, until the latter part of 
the nineteenth century, only Oxford, Cambridge, London, Durham and the 
Scottish Universities, Edinburgh, Glasgow, St. Andrew’s and Aberdeen and 
Trinity College, Dublin, gave medical degrees. 


A hundred years ago, there was but little change since Tudor times in the 
medical hierarchy. The apothecary was merging into the general practitioner of 
medicine (the transition is well described in Thackeray’s Pendennis); he was 
usually, in England, a member of the Royal College of Surgeons and a licentiate 
of the Society of Apothecaries. The physicians were a select few, graduates of 
their University and Fellows of the Royal College of Physicians of London, 
Edinburgh, or Ireland. They practiced general medicine chiefly in London, 
Edinburgh or Dublin, and taught in the chief hospitals of those cities. The 
surgeons practiced general surgery and were Fellows of the corresponding Royal 
College of Surgeons. Subsequently a number of provincial universities grant- 
ing medical degrees have been established—Manchester (1850), Birmingham 
(1900), Liverpool (1903), Leeds (1904), Sheffield (1905), Bristol (1909), 
and Wales (1893). The Queen’s University of Belfast was founded in 1909 
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and in Eire, the National University of Ireland in 1908. An increased number 
of general practitioners, consequently, now hold a university medical degree. 


Sir John Simon had early pointed out that the State could not support an 
effective national health policy without a strong and enlightened medical pro- 
fession, but it was not until 1908 that Britain’s Board of Education began to 
give grants-in-aid to the medical schools, allocated from 1910 by the Uni- 
versity Grants Committee appointed by the Treasury. 


Medical education in Britain was profoundly affected by the Royal Com- 
mission on University Education in London under the chairmanship of Lord 
Haldane which reported in 1913. It designed the effective teaching of the pre- 
liminary sciences upon which medicine is based, either before entering or at 
the University, and in any case of University standard; and provided for such 
reorganization of the clinical teaching as should ensure it also was of University 
standard; this involved better equipment of laboratories and more thorough 
and scientific teaching. 


A great stimulus to the reform of medical education in Britain came from 
the experience of the United States. Mr. Abraham Flexner, in giving evidence 
before the Commission, criticized the lack of organization in the British method 
of clinical teaching, urging that it should be less casual and incidental, better 
organized and of University standard. He advocated a reconstitution of the 
staff, the discarding of the existing method of appointment of clinical teachers 
by seniority or traditional succession, the payment of adequate salaries, differ- 
entiation of clinical teaching, the addition of research laboratories, and the 
appointment only of scientifically minded clinicians willing to devote themselves 
to teaching and research. From his experience at Baltimore, Sir William Osler 
strongly supported this claim, and urged the creation of “hospital units” with 
a clinical professor at the head of each. Professor Ernest Starling advised on 
the integration of preclinical teaching. 


These criticisms were both stimulating and constructive; they were confirmed 
by the Royal Commission and led to a general revision of the medical curriculum 
by the General Medical Council and a substantial reform in the medical schools 
took place with increased financial assistance from the University Grants Com- 
mittee. Hospital units (clinical units) were established at St. Bartholomew’s, 
the London Hospital, St. Thomas’s, University College Hospital, St. Mary’s 
Edinburgh and elsewhere. There was almost universal extension and improve- 
ment in Britain in the equipment for teaching anatomy, physiology, pharma- 
cology and pathology in addition to the clinical subjects. Attention was also 
paid to postgraduate medical education through the establishment of the London 
School of Hygiene and Tropical Medicine and the British Postgraduate Medical 
School. 


In the training of the British medical student in wartime, both the Gov- 
ernment and the leaders of the medical profession in Britain has had the reform 
of medical education under consideration. Recently, the important report of 
the Inter-Department Committee on Medical Schools has appeared. It was 
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preceded by a Report on Medical Education prepared by the Planning Committee 
of the Royal College of Physicians. Both Committees took evidence from bodies 


and individuals concerned with medical education, and in many respects their 
findings are identical. 


The Inter-Department Committee was appointed in March, 1942, under 
the chairmanship of Sir William Goodenough “to inquire into the organization 
of medical schools, particularly in regard to facilities for teaching and research 
and to make recommendations.” It surveys the whole of medical education in 
Britain from the selection of students to qualification. The following is a sum- 
mary of the chief points set out in this lengthy report. 


Reforms in medical education in Britain can only be effected with the co- 
operation of the public, who are closely concerned, for the efficiency of a na- 
tional health service depends on medical education; the promotion of health 
is an objective of the health service and of medical education; the necessary 
reforms must slowly mature and can only be secured with assistance from public 


funds. The heart of the system is an active partnership of students, teachers and 
the general public. 


The unit of organization in Britain should be a medical teaching center with 
a student entry of from 80 to 100 for the clinical years; it should comprise a 
medical school which should be a faculty, college or school of a University, a 
parent teaching college of 950 to 1,000 beds and a group of neighboring hos- 
pitals and clinics of the health services of the district to provide supplementary 
facilities for clinical teaching. The governing bodies of these institutions are to 
remain separate, but their work is to be fully coordinated. The emphasis of the 
report is on university teaching and it is definitely recommended that the three 
extramural schools in Glasgow and Edinburgh are to disappear, and that the 
facilities provided by the West London Hospital should lapse after some years. 
There should be fewer medical schools in the heart of the metropolis, and, to 
meet the redistributed needs of the population, Charing Cross is advised to move 
to Middlesex, St. George’s to South London and the London School of Medi- 
cine for Women to North London. Medical Schools are to be complete, pro- 
viding both preclinical and clinical facilities. In this way the preclinical studies 
can be more closely coordinated with clinical studies. The proposal of Oxford 
University to provide complete clinical facilities for a small number of under- 
graduates is approved, but at present Cambridge is regarded as unsuitable for 
undergraduate clinical teaching; it should first develop postgraduate depart- 
ments. No new medical schools are to be created. Universities and medical 
schools should be represented on the central and local councils of Britain’s na- 
tional health service when it is established. 


Grants will be needed for the improvement of the accommodation and 
teaching of most medical schools and teaching hospitals. Various recommenda- 
tions are made as to staffs and a range of salaries is suggested. The teaching staff 
in all preclinical departments and in pathology should be whole time. Whole 
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time professors of general medicine, surgery and obstetrics and gynecology are 
desirable. Most senior clinical posts will remain part time but junior posts 
will be full time. The appointments should be made from the widest possible 
field and by a small advisory council. 


In broad outline, the recommendations concerning the curriculum resemble 
those made by the College of Physicians. There should be a good standard of 
general education. Elementary physics, chemistry and biology should be taught 
at school and continued at the medical school as part of the course in anatomy 
and physiology. In the clinical period, the main emphasis should be on basic 
principles and methods and on the future requirements of the general practitioner. 
Much instruction hitherto included can be reserved for the postgraduate train- 
ing of specialists. Attention is drawn to the importance of social medicine, psy- 
chiatry and pediatrics. The undergraduate course should last four and a half 
years, of which the first two should be preclinical. The examination burden is 
to be lightened and “internal” departmental examinations as a complement to 
the final examination are suggested. The course should terminate in a final ex- 
amination conducted by the University and be succeeded by a compulsory year of 
house appointments, on satisfactory completion of which the student would be 
admitted to the Medical Register. 


The College of Physicians suggested a further examination of a purely prac- 
tical character at the end of the compulsory year, but this is not favored by 
the Inter-Department Committee. 


The Committee appear to be averse to qualifying the examinations conducted 
by licensing bodies other than a University, and they point out that the Uni- 
versities of London, Oxford and Cambridge should make the final M.B. exam- 
ination of such a character that a student of average ability may reasonably 
expect to pass it at the end of his course. They evidently realize the incubus 
of the examination tests, and they recommend that the General Medical Council 
should make a drastic overhaul of the medical curriculum without delay. The 
Committee’s report also treats of postgraduate medical education and research 
and commends the work of the British Postgraduate Medical School in London 
and the Postgraduate Medical School of the University of Oxford. London 
should become one of the great graduate medical centers of the world. 


All medical schools in Britain are to be co-educational. Students are to be 
selected on account of their aptitude for medicine and not solely on examina- 
tion results. The College of Physicians recommended that the cost of medical 
education should be free to all. The Committee are less revolutionary, but recom- 
mend that financial aid to students should be given on a revised system, and 
that none should be precluded by a financial handicap from entering the medi- 
cal profession. Provision for the health, housing and recreation of students is 
suggested. The Committee estimates that to provide proper undergraduate and 
postgraduate medical education with facilities for research, the university schools 
will need additional resources amounting within ten years to between £1,750,000 
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and £2,500,000 a year, while capital expenditure will be not less than £5,000,000. 
An Exchequer grant of £500,000 to the teaching hospitals is recommended. 
All these grants should be administered by the University Grants Committee 
assisted by an advisory panel of persons familiar with medical education and 


teaching hospitals. 


The members of the Inter-Departmental Committee have surveyed the whole 
field of British medical education. From their deliberations emerges an organized 
and constructive plan, a process of educational evolution which is of hopeful 
augury for the future. It sets the coping stone on the work of Ernest Starling, 
William Osler and Abraham Flexner for medical education. 


It is inspired by the Greek spirit which is the basis of University education. 
As Sir Richard Livingstone has observed, the Greeks held that the free man, 
the real man, the complete man, required something beyond the knowledge 
necessary to earn his living, a mere technical efficiency. He needs also the edu- 
cation which will give him opportunity for developing all his gifts and faculties 
and becoming a full human being. Economic postwar difficulties and the lack 
of trained teachers may delay the full attainment of this desirable goal. But 
the Committee’s work has set medical education on the right path, and the 
British medical student of the future should be well fitted for the pursuit of 
his high calling if its findings are adopted. 
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A Students’ Unit Medical Laboratory 


Cuauncey D. LEAKE 
Dean, University of Texas School of Medicine 
Galveston, Texas 


Anticipating an opportunity for numerous postwar improvements in medical 
education, many members of medical school faculties are busy planning for new 
buildings and laboratories. It is to be hoped that careful thought will be given 
to such planning, so as to incorporate the most efficient ideas for the promotion 
of satisfactory medical training. 


About twenty years ago, a proposal was made for a “students’ unit medical 
laboratory.”* This proposal was based primarily on considerations involving the 
welfare of medical students. Included also were space saving ideas, and factors 
tending toward better correlation of departmentalized study. 


SOME OF THE NEEDS OF MEDICAL STUDENTS 


Modern medical students are usually in the position of advanced graduate 
students. Under these circumstances, it is appropriate to furnish facilities for 
work which are offered to the average graduate student. Ordinarily, no pro- 
vision is made in the medical school building for the medical student’s personal 
belongings, private books, or study space. Sometimes, he may have a locker in 
the basement, but he has no place of his own at which to work. It is necessary 
for him to carry his books back and forth from his room to the school. Often, 
he has to do the same thing with his microscope or other technical belongings. 
He usually has to carry a lot of books and equipment from one classroom to 
another. His main place at school for conversation or the exchange of ideas is 
the crowded corridor. In view of the ideals of modern medical education, it 
would seem that the student should be provided with a corner of his own where 
his books may be kept and where his studying and writing may be done close 
to the work he is doing. 


It is difficult in many medical schools to promote close friendly contact be- 
tween medical students and instructors. It is hard to avoid the tendency toward 
handling students as a herd. It is easy to lecture to the class as a whole. In- 
dividual contact with students is obtained chiefly in quizzing, which is designed 
more for grading purposes than for the promotion of friendly contacts. It would 
seem wise to promote opportunities for inspiring friendly contacts between stu- 
dents and instructors wherever possible. 


Modern medical education is highly departmentalized. Under these circum- 
stances, instructors frequently fall into the attitude of thinking that they are 
teaching each member of the class as though he were to become an expert in 
that special field. The different subjects of medicine are frequently considered 
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to be educational disciplines sufficient unto themselves. With separate labora- 
tories designed expressly for the teaching of each medical specialty, it is diffi- 
cult for the teachers in that specialty to avoid intellectual provincialism. It 
would seem wise to promote some method whereby the departments in a medi- 
cal school might be brought together, at least in the student’s mind, so that the 
student could think of their interrelationships and interdependencies. 


Graduate work implies greater freedom and responsibility than is ordinarily 
accorded to an undergraduate student. The superior excellence of English 
scholarship is due largely to the “honors system” in vogue at most English 
universities, where the student is placed practically on his own resources, attend- 
ing such lectures and performing such work as he desires. Under these con- 
ditions, with reliance on his own resources and calling on instructors only when 
difficulties arise, the student has more of an opportunity to develop self-confidence 
and to promote methods of thinking that are helpful in professional work. The 
success of the preceptorial system at Princeton University and of the tutorial 
system at Harvard attest to the wisdom of American adaptations of this idea. 
In medical training, this method should be particularly useful since it would 
tend to encourage the development of qualities especially desired in clinical 
practice. 


It appears from these considerations that the medical student today should 
have (1) an office of his own in the school building; (2) closer personal and 
friendly contact with inspiring and intelligent instructors; (3) better correla- 
tion of his medical subjects, and (4) more freedom and responsibility. 


THE STUDENTS’ UNIT MEDICAL LABORATORY 


It is again tentatively proposed that these needs may be met through the 
device of the “students’ unit medical laboratory.” This idea suggests a room 
of convenient size to be given to the exclusive use of a small number of students. 
Four students seem to be the best number to handle as such a group. The most 
appropriate room would be one approximately twenty-five feet long by fifteen 
feet wide. It is proposed that it contain a locker, desk, chair and book case for 
each student, a window shelf for microscopic work, a chemical desk with 
reagent shelves and sink for chemical or bacteriological work, and such acces- 
sory tables for experimentation or dissection as may be indicated. It is pro- 
posed that this room would belong to the four students assigned to it for the 
period of a year’s work. It would seem to be particularly well planned for the 
work of the first two laboratory years in medicine. For the clinical years, it 
might be wise to consider the provision of separate rooms for each student for 
examination and office use, such as afforded at Tulane. 

For the average medical class of 100 students, satisfactory accommodation 
could thus be secured by twenty-five rooms of the type described on one floor, 
with a general overflow room for hoods, sterilizers, incubators, refrigerators 
and balances. Into this general room, the students of the whole class could be 
called together for conferences or demonstrations. 


Such a scheme, in part, has been worked with success by the Department of 
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Anatomy of the University of Wisconsin for many years. It has been partially 
extended to include other fields. It has been discussed tentatively by many 
schools, and is still being considered favorably by some. 


In the opinion of those who have considered the matter carefully, it seems 
advantageous and wise. Most importantly, it provides a place for each student 
to study, to keep notes, to discuss work, and to do such supplementary experi- 
mentation or investigation as lectures, reading or curiosity may suggest. The 
idea may be considered in detail by reference to its objections and advantages. 
These have been formulated after extensive discussion and correspondence with 
representative teachers and students of various medical schools. 
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FIGURE 1. 


OBJECTIONS 


The commonest objection to the idea of the students’ unit laboratory is the 
fear that it would cause great inconvenience for faculty members. A considerable 
distance might separate the students’ laboratories from the offices and research 
rooms of the various departments. This would entail a lot of effort for the in- 
structional staff to reach the students. The obvious answer to this objection is 
that whatever contributes to the welfare of the students should be undertaken 
cheerfully by the instructional staff. 

Another inconvenience for the medical faculty has been suggested in relation 
to carrying on different kinds of work requiring different instructors in the same 
room. It is necessary, unfortunately, to take into account the peculiar profes- 
sional jealousy which exists among medical instructors. Objection has been made, 
for example, that there might be serious conflict between the dissection of a 


= 
a 
a 
at 
= 


[47] 


cadaver and an experiment in biological chemistry, both of which, according to 
the scheme, would have to go forward together in the same room. There is, 
however, an obvious reply to this objection. The hours of work in the students’ 
unit medical laboratory would be arranged according to the same schedule as 
is now customarily followed; that is, certain hours are reserved for dissection 
and certain others for work in biological chemistry. As long as there is no con- 
flict in time, there should be no conflict in equipment, activity, or between 
instructors. 


A third objection has been made to the idea of the students’ unit medical 
laboratory on the basis that excessive wear and duplication of equipment would 
result. It has been stated, for example, that microscopes would be damaged seri- 
ously by exposure to acids or other fumes which might appear in the laboratory. 
It has also been objected that the students’ unit medical laboratory would re- 
quire a greater amount of care and attention to equipment than ordinarily is 
the case. A ready answer to this objection may be found in the ideals of medical 
education which suggest conditioning toward neatness, care and efficiency. The 
students’ unit laboratory might provide a stimulus to medical students to exer- 
cise greater care of equipment than usually is the case. This might be advan- 
tageous both from the standpoint of improving good habits in the medical stu- 
dent as well as maintaining the good condition of equipment. There is no evi- 
dence that the students’ unit medical laboratory would necessarily cause duplica- 
tion of equipment. On the contrary, the same instruments and equipment might 
serve for the same type of work which now is departmentalized. For example, 
the same instruments and equipment could serve both for histology and path- 
ology, or for biological chemistry, bacteriology and clinical laboratory diagnosis, 
or for both pharmacology and physiology. 


As a fourth objection, the claim is made that the supervision of the work 
of the students in the students’ unit laboratory would not be as adequate as 
when the students are all together in one large laboratory. To this it might be 
answered that one of the purposes of the students’ unit laboratory is to encourage 
the initiative, the independence and the self-reliance of the student. It is un- 
wise for medical students to rely too much on supervision and authority. It is 
desired to promote independent study and thought. In developing the desired 
resourcefulness of the future physicians, the independence afforded by the stu- 
dents’ unit medical laboratory might be a considerable factor. 


A fifth objection is that the students’ unit medical laboratory would re- 
quire too much janitorial service. Since the students’ unit medical laboratory 
would actually reduce the amount of laboratory space required for the use of 
the students, it does not seem that it would be necessary to supply additional 
janitorial service. It is pertinent to restate that it might be wise for medical 
students to learn to take care of their own equipment and to promote habits 
of neatness and cleanliness in regard to the conditions under which they work. 


A sixth objection to the students’ unit medical laboratory is made on the 
basis of unpleasantness of working in the room in which anatomical dissections 
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are being performed. There should be no difficulty on this account. Odors from 
anatomical preparations may be avoided entirely by proper precautions. It might 
be helpful for students if they had to take care of their own anatomical prep- 
arations. 


A final and important objection is that the students’ unit medical laboratory 
would seem to require the services of an excessive number of instructors. One 
instructor can usually take care of the supervision of about twenty students in a 
laboratory. For the promotion of a close relationship between instructors and 
students, it is wise, perhaps, to have one instructor for about every ten or twelve 
students. In ordinary laboratory work, it is necessary for the instructor to pass 
from one student to another. Perhaps, a few more steps would be required to 
go from one student’s unit laboratory to another, but this might be offset by the 
closer personal contact which might be made with the students in the unit 
laboratory. In the large laboratory there is ordinarily considerable confusion 
and noise, which cause much distraction and which make it difficult for the in- 
structor to have as close a personal contact with the students as might be de- 
sired. The students’ unit laboratory would tend to facilitate close instructor- 
student relationships. 


ADVANTAGES 


The most important advantage of the students’ unit medical laboratory is 
the provision of an office and workshop always available for the students’ use. 
Modern standards of medical training require much reading, intellectual an- 
alysis and writing. In the medical school today there is no place provided for 
these activities except in the crowded reading room of the library. Few of us 
would choose to work in such a place if we had a private office available. It is 
a decided advantage to have a desk and row of shelves for books readily avail- 
able to the laboratory desk at which investigation is going forward. This would 
encourage students to collect a working medical library, and, better still, to 
use it. It would afford a real opportunity for keeping accurate notes and records. 
Significantly, it would encourage the discussion of work together by the four 
students assigned to the room. It is well appreciated that open discussion of prob- 
lems under investigation promotes a better understanding of them. 


Quite importantly, the students’ unit medical laboratory would be available 
for use whenever the students assigned to it desired to use it. It is designed to 
be a workroom and study room to be available to the students at any time. 
Under usual conditions at present, if a student wishes to do some special work, 
or to attempt a humble piece of research, he cannot do so without making elab- 
orate arrangements through various departmental offices. The encouragement 
of this type of effort, by providing a place where it might readily be carried on, 
might become a significant factor in developing those rare students who may 
later become the leaders of the profession. The ordinary medical student could 
be expected to find much stimulus to a more systematic and agreeable intellectual 
effort were he furnished a convenient laboratory and place of his own in which 
to study, to talk with his friends over the work he is doing, or to collect and 
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keep together such books or notes for study as he may desire. Equipment would 
be readily available in the students’ unit laboratory for investigating question- 
able points that might arise in his study. While only a few students might avail 
themselves of such opportunities, it is important that these be encouraged in order 
to assure continued research achievement in medicine. It would seem that what- 
ever may contribute to the development of the creative intellect of medical stu- 
dents should be promoted. 


A considerable advantage of a students’ unit medical laboratory would be 
a tendency to promote greater correlation between the different subjects under 
study than is the case at present. During the first year of medicine, for example, 
anatomy, physiology and biological chemistry would be investigated in the same 
room, with the same men as helpers, and with appropriate textbooks and notes 
readily at hand. In the second year of medicine, pathology, bacteriology, phar- 
macology and clinical laboratory diagnostic work would also be performed in 
the same room with the same men as helpers. It would seem that under these | 
circumstances the laboratory work of the first two years of medicine would tend 
to assume a more coordinated entity than is the case at present. The student might 
realize that the disciplines concerned are separated chiefly for convenience in 
teaching. He might appreciate that there is an advantage in considering them 
together from the standpoint of his future work. Further, the unit laboratory 
would afford an excellent opportunity for the ambitious and capable student to 
undertake special study of possible importance in medicine, but for which cur- 
riculum space is not now available, as medical physics, or cytology, or pharmacy. 

It would seem that the students’ unit laboratory would have a great advan- 
tage over the common large laboratory from the standpoint of promoting greater 
personal contact between the faculty and students. The large classroom labora- 
tory is noisy and confused, and often the work of one person or a group inter- 
feres with an experiment being performed by another. Most students consider 
their laboratory work as a routine assignment to be gotten out of the way as 
quickly as possible. The ordinary instructor becomes accustomed to address the 
class as a whole and to ignore the problems of the individual students. On the 
other hand, if the instructor meets four students at a time in a small, quiet room, 
it would seem that opportunities are great for promoting individual preceptorial 
guidance. Certainly, the instructor would have to adopt a more personal atti- 
tude toward each student in the small students’ unit laboratory than in the 
large classroom. Further, the students’ unit laboratory would be a quiet place 
in which to work and free from the confusions and distractions ordinarily present 
in a large class laboratory. 


Finally, the students’ unit medical laboratory has a considerable advantage 
over the ordinary large classroom laboratory from the standpoint of space saving. 
It is calculated that this might amount to one-third of the present area usually 
devoted to laboratory facilities for the first two years of medicine with a hun- 
dred students to the class. 

The average medical laboratory at the present time for 100 students is a room 
approximately sixty feet wide by seventy-five feet long, or about 4,500 square 
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feet. If there are five such laboratories, one for gross anatomy, one for histology, 
neuroanatomy and pathology, one for bacteriology, one for biological chemistry 
and clinical laboratory diagnosis, and one for physiology and pharmacology, 
there is a total floor space of 22,000 square feet devoted to student laboratory 
work in the first two years of medicine. If separate laboratories are provided 
for each subject, then, of-course, the floor space allotment would be much greater. 
If, however, the same 200 students were to be furnished laboratory and work 
space in accordance with the plan of the students’ unit medical laboratory, fifty 
rooms, each fifteen by twenty feet, would be required. This would call for total 
floor space of 15,000 square feet. The inclusion of a general overflow room, as 
indicated in the outline of the plant, for each of the first two classes in the school, 


would not increase the required floor space by more than three thousand square 
feet. 


A considerable economy in space might also be brought about through the 
pooling of equipment. It would be possible with the students’ unit laboratory 
to establish a single general storeroom for the first two laboratory years. This 
might avoid such duplication as exists at present with practically the same equip- 
ment as provided and used by several different departments. 


It is, of course, to be realized that the students’ unit medical laboratory idea 
has little bearing on the office or research space assigned to each department. 
This might be increased in floor space, as a result of the space economy made 
possible by the adoption of the students’ unit laboratory plan. Additional rooms 
for special research workers or staff members might readily become available 
if students were to drop out of classes. Indeed, the students’ unit medical labora- 
tory plan permits the assignment of junior members of the staff to specific rooms 
to work with certain students, and to have desk and work space provided them 
that way. This might further promote helpful teacher-student relationships. 


SUMMARY 


The floor plan of the proposed students’ unit medical laboratory is shown 
in figure 1. Various space-saving devices such as sliding doors, table lockers, 
special shelf arrangements, and cabinets may readily be devised to increase the 
efficiency and service of the proposal. 


Since many medical schools are now making plans for new laboratory build- 
ings, it is suggested that the idea of the students’ unit medical laboratory be 
given reasonable consideration. Such trial as already has been undertaken in- 
dicates the probable success of the effort in increasing the independence and 
self-reliance of the students, in promoting a greater correlation between depart- 
mentalized activities, and particularly in providing a reasonably satisfactory 
place for a medical student to study, read, work, and discuss his problems with 
his associates. The tendency of medical education remains toward greater correla- 
tion between laboratory and clinical instruction in medicine. In this develop- 
ment, the students’ unit medical laboratory may offer many opportunities. 
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Again, the Intern Problem 


At the Detroit meeting of the Asso- 
ciation, a resolution was passed unani- 
mously by the delegates of eighty-four of 
the eighty-six member colleges that, ef- 
fective immediately, medical schools will 
not give out information on the schol- 
astic standing of a candidate for an 
internship until after he has completed 
his junior year. In a memorandum sent 
to all member colleges setting forth this 
resolution, member colleges were re- 
quested to report on the action taken by 
their faculties on the resolution—if the 
matter was brought to the attention of 
the faculty. Thus far, only a very small 
number of colleges have met this request. 


It is important for the success of any 
plan that every one concerned cooperate 
fully. Medical colleges alone cannot 
solve the problem; hospitals alone can- 
not solve it. Students cannot be counted 
on to give any help. They are concerned 
wholly in securing an internship, getting 
it as soon as possible, even while they are 
sophomores, and, unfortunately, too 
often where they can get it, disregard- 
ing all advice and information on the 
standing of a hospital so far as its intern- 
ships are concerned. It would seem that 
the first important step is for all medical 
schools to act according to the resolution. 
If their vote means anything, coopera- 
tion would seem to be compulsory. Next, 
the hospitals offering the more desirable 
internships can be helpful if they will 
cooperate with the medical schools and 
consider for intern appointment only 
those students who are recommended b 
their medical school. Some students will 
select a hospital on wholly personal 
grounds. They may be assured of an in- 
ternship even before they enter medical 
school,—or soon afterward. The major- 


ity of students, however, are interested 
in securing the best possible internship. 

At the Detroit meeting, Dr. Joseph 
Turner, director of The Mount Sinai 
Hospital, New York City, proposed a 
plan which can be made to function be- 
cause it is based on cooperation between 
the medical school and the hospital. Dr. 
Leverett S. Woodworth, associate direc- 
tor of Harper Hospital, Detroit, con- 
curred in the plan. The plan is feasible. 
It seems to be a workable plan. But, 
success in fulfillment depends entirely 
on complete and perfect cooperation be- 
tween medical school and hospital. Half- 
hearted cooperation will lead to failure. 
Some medical schools have said that they 
will cooperate if all medical schools 
adopt the plan. It would seem to be more 
helpful to say, “Yes, we will cooperate” 
without regard to what other medical 
schools will do. That attitude will be 
helpful. A laissez faire attitude will 
prove to be destructive. 

This is the third attempt made in the 
past twenty years or longer to reach a 
solution of this problem. Previous at- 
tempts failed because hospitals and medi- 
cal schools voted “with tongue in cheek” 
when the resolution promising solution 
was passed “unanimously.” The prob- 
lem is a serious one. It is becoming more 
serious every year. Medical schools are 
vitally interested in the continuing edu- 
cation of their graduates during the in- 
ternship. Hospitals should be interested 
in such a program. It would provide 
better interns and better interns make 
better physicians. Now is the time to 
get together and lay this bogey for all 
time. 

The hospital associations have received 
a copy of the resolution. The American 
Hospital Association has appointed a 
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committee to cooperate in this work 
with the Committee on Internships of 
the Association of American Medical 
Colleges. The chairman of the AHA 
committee is Dr. L. $. Woodworth, as- 
sociate director of Harper Hospital, De- 
troit. The Council on Medical Educa- 
tion and Hospitals of the American 
Medical Association has agreed to co- 
operate. The Catholic Hospital Associa- 
tion, doubtless, will also cooperate al- 
though up to the time of this writing, 
no word has been received of the action 
taken by this association. 


* 


Postwar Medical Education 


Colleges have been requested to set 
up plans for postwar medical education 
and file their plan in the office of the 
Association so that it will be available 
for guidance to all medical schools. A 
number of schools have requested that 
information, but only a very few schools 
have sent in their plan. Elsewhere in 
this issue is published a paper read by 
Dr. W. C. Davison, dean, Duke Uni- 
versity School of Medicine. It deals 
with what was done in North Carolina 
to meet this situation. It is important 
that plans be made now and not wait 
for the end of the war. Colleges must 
be prepared to meet demands which will 
be made on them by returning medical 
officers who will want to continue their 
education, especially through the help of 
refresher courses which will include the 
preclinical as well as the clinical courses. 
Colleges are urged, again, to do it now. 
They must be prepared by having defi- 
nite, clearly outlined, courses available 
for the returning medical officers. 


Essential Faculty Members 


Essential faculty lists submitted by 
medical schools to the Association will 
now be processed in Washington. The 
Navy has received copies of Navy medi- 
cal officers who have been declared essen- 
tial by their faculties and will process 
them. The Army has asked for the desig- 
nation of one agency which will be the 
intermediary between all groups request- 


ing the return of men in service. By 
mutual agreement the Procurement and 
Assignment Service has been chosen to 
be that agency. The list of faculty men in 
the Army will, therefore, be turned over 
to P. & A., which will take up the mat- 
ter with the Army Division of Person- 
nel. It is hoped that it will be possible 
to take some action on both Army and 
Navy lists, but the needs of the war must 
be considered first. Fifty-four medical 
schools have submitted a list. Nine 
schools preferred not to make any re- 
quest for returns. Fourteen schools 
have not replied to the memorandum 
sent out from the office of the Associa- 
tion. It is advisable to submit a list and 
to keep down the number of requests for 
returns to a minimum. Thus far 408 
Army medical officers have been re- 
ported as being needed urgently and 143 
Navy medical officers, not a large num- 
ber but when it is said that the Navy 
is in immediate need of 3,000 medical 
officers, with a larger need in the offing, 
it is possible that very few, if any, of 
these men will be released. 


¢ ¢ 


Massachusetts Approving Authority 

Medical colleges desiring approval in 
Massachusetts so that their graduates 
will be admitted to licensure must put 
in an appearance before the Board 
through a representative. The colleges 
have been informed that the Approving 
Authority will recognize a power of at- 
torney given to the secretary of the Asso- 
ciation of American Medical Colleges. 
Schools desiring approval must ask for 
it, according to a letter received at As- 
sociation headquarters from the secretary 
of the Approving Authority. Also re- 
quired is a notification giving the secre- 
tary power of attorney. A financial state- 
ment must be obtained from every 
school. This, too, should be sent to the 
secretary. 

Some time ago, the Approving Au- 
thority sent to every medical school a . 
statement setting forth what the Au- 
thority wants to know about the school. 
Many of these questions the secretary 
can answer; some he cannot, such as 
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numbers of full time faculty. That in- 
formation must be furnished him. 


Up to the present, about one-third of 
all medical schools have been approved ; 
one-third have asked for approval. Noth- 
ing has been done by the remaining one- 
third. Action on this matter should be 
taken promptly, if approval is desired, 
so that only one trip to Boston need be 
made by the secretary. Ten powers of 
attorney have been received at head- 
quarters. Of course, if approval is not 
desired, nothing need be done by a 
school. 

+ 


U. §. Navy Action on Internships 


Vice Admiral Randall Jacobs, U.S.N., 
Chief of Navy Personnel, issued the fol- 
lowing directive under date of Novem- 
ber 27, 1944, bearing on the commis- 
sioning of Apprentice Seamen, Class 
V-12, in medical schools upon comple- 
tion of their medical school education. 

1. Paragraph 2, A. (1) of reference 
(a) is hereby cancelled and superseded 
by the following statement: 


“Students, upon completion of their 
junior year or at any time thereafter, 
may submit an application to the Bureau 
of Medicine and Surgery, via their 
Commanding Officer, requesting ap- 
point to an internship in a Naval Hos- 
pital upon completion of their medical 
education.” 

This directive supports the action 
taken by the Association at the Detroit 


meeting on the matter of making recom- 
mendations or giving any information on 
the status of any student applying for 
an internship until after he has com- 
pleted the work of the junior year. 


¢ 


Reduction in the Medical 
Corps of the Army 


A moderate reduction in numbers of 
Army Medical Corps officers is neces- 
sary in order to remain within presently 
allotted ceilings, the Office of the Sur- 
geon General has announced. The need 
for Medical Corps Officers in senior 
grades who are assigned principally to 
administrative duties is less acute than 
formerly. 


A Board of Officers recently appointed 
in the Office of the Surgeon General is 
carefully considering the physical and 
other qualifications of all Medical Corps 
officers of the various components of the 
Army and their essentiality to the war 
effort. 

As a result of this Board’s study, it is 
anticipated that a number of separations 
of the above group will occur in the 
moderately near future. Regular Med- 
ical Corps officers will be accorded re- 
tirement privileges under the provisions 
of Section II, Ar. 605-245, June 17, 
1941, and Reserve, National Guard, and 
AUS Medical Corps officers will be 
given the opportunity of returning to the 
practice of medicine in a civilian status 
by relief from active duty or discharge. 
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College News 


Baylor University 
College of Medicine 


November 13, 1944, Baylor graduated 
its second class in Houston, the forty- 
fifth in the history of the College of 
Medicine. Dr. Umphrey Lee, President 
of Southern Methodist University, deliv- 
ered the Commencement address. 


Dr. B. F. Hambleton, Professor of 
Physiology and Pharmacology, was 
awarded the honorary Doctor of Science 
degree “in recognition of his long serv- 
ice in medical education and research. 
Dr. Hambleton has been with Baylor 
since 1920. 


At a recent meeting of the Baylor 
University Board of Trustees, tentative 
building plans were approved for the 
new College of Medicine building to be 
erected on the 20 acre site in the Med- 
ical Center. The new building, to cost 
$1,000,000, will be four stories high 
with a basement; will contain 136,000 
square feet and has a frontage of 472 
feet. It will include an auditorium in 
the center wing and will house all the 
preclinical and administrative depart- 
ments as well as offices for the members 
of the clinical departments. The $1,000,- 
000 for the new building and the 20 
acre site are gifts to the college from 
the M. D. Anderson Foundation, which 
has also provided $1,000,000 for re- 
search to be used in the next ten years. 
In addition, the College of Medicine re- 
ceived $500,000 for the same ten year 
period as a gift from the citizens and 
business firms of the city of Houston. 


+ + 
Woman's Medical College 


of Pennsylvania 

On November twenty-ninth appropri- 
ate ceremonies marked the unveiling 
of the portrait of Dr. Hannah T. 
Croasdale, 1836-1912, presented to the 
Woman's Medical College of Pennsyl- 
vania by Miss Marjorie Trump and 
Mr. Charles Croasdale Trump, grand- 


daughter and grandson of Dr. Croas- 
dale. Judge Herbert F. Goodrich, Pres- 
ident of the College, presided. Dr. Cath- 
arine Macfarlane, Research Professor of 
Gynecology, spoke of Dr. Croasdale’s 
distinguished service to her Alma Mater 
as Instructor in the Department of Sur- 
gery from 1875-1879 and Professor of 
Gynecology from 1880-1902. Dr. Croas- 
dale was the first woman physician to 
occupy a Chair of Gynecology. From 
1902 until her death Dr. Croasdale was 
Emeritus Professor of Gynecology at 
the college. Dr. Macfarlane had worked 
with Dr. Croasdale, first as a student 
and then as an intern. Miss Marjorie 
Trump spoke briefly of her memories of 
her grandmother and after unveiling the 
portrait and presenting it to the college 
asked the artist, Rachel Bulley Trump 
(Mrs. Charles C. Trump) to speak. 
Judge Goodrich accepted the gift in 
the name of the Board of Corporators 
and expressed the Board’s gratitude 
for this addition to the College portrait 
collection. 
* + 


University of Virginia 
Department of Medicine 


Dr. Ralph B. Houlihan received a 
grant of $2,000 from the John and Mary 
R. Markle Foundation for a period of 
one year to aid in his research study of 
agglutinative action of streptococcus 
viridans on blood platelets. 


On final settlement of the estate of the 
late Dr. William Evelyn Hopkins, noted 
ophthalmologist of Los Angeles, Cali- 
fornia, $29,994.00 became available to 
the Hopkins Medical Library Fund in 
addition to an earlier installment of 
$13,432. 

The Eleventh Annual Post-Graduate 
Course in Ophthalmology and Oto- 
laryngology, sponsored by the Virginia 
Society of Ophthalmology and Oto- 
laryngology, was held at the Medical 
School December 5, 6, 7 and 8, 1944. 
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St. Louis University 
School of Medicine 


A $500,000 addition to the present 
building is planned in the $2,600,000 
postwar expansion program. Plans have 
been completed and work will be started 
on the medical school immediately on 
release of permission by the war produc- 
tion board. Of brick and stone, the new 
construction will be four stories in 
height and will contain a library and an 
amphitheater which will seat the entire 
student body. The proposed building 
program includes an addition to the 
nurses’ home, a new library, a new class 
room building and a new dormitory. 
Twin science buildings will be erected 
at a cost of $250,000 each, one to house 
the physics and geophysics department 
and the other the chemistry and biology 


classes. 
¢ ¢ 


University of Oregon 
Medical School 

Dr. Frank R. Menne has resigned as 
professor and head of the department of 
pathology. He has been succeeded by 
Dr. Warren C. Hunter. Dr. Menne 
graduated at Rush Medical College in 
1915, going to Oregon the following 
year to become assistant professor of 
pathology. He was named professor in 
1920 and head of the department in 
1929. Dr. Hunter graduated at Oregon 
in 1924, joining the faculty the follow- 
ing year as assistant professor of path- 
ology. He was named prcfessor in 1941. 

Dr. Robt. Ramsey of the University 
of Rochester has been appointed associate 
professor of pharmacology and physi- 
ology. 

University of Texas 

Following the dismissal by the Board 
of Regents of Mr. Homer P. Rainey, 
as president of the university, Mr. T. S. 
Painter, professor of zoology, was ap- 
pointed acting president on November 
1, 1944 

The board of regents of the university 
at its recent annual session voted six to 
one in repudiation of a recent recom- 


mendation that the medical school of the 


university be moved from Galveston to 
Austin. The board also accepted an offer 
of the Sealy and Smith Foundation, Gal- 
veston, to give $2,000,000 for construc- 
tion of a new general hospital to pro- 
vide more clinical material for the med- 
ical school. 


University of Maryland 
School of Medicine 

The vacancy that has existed in the 
library since July owing to the death of 
the librarian has been filled by the ap- 
pointment of Mrs. Ida M. Robinson. 


Mrs. Robinson holds the degree of 
B.A. from Cornell University (1924), 
and B.S.L.S. from Columbia Univer- 
sity (1944). She had experience as As- 
sistant Librarian of the New York State 
College of Agriculture from 1929 to 
1934, and as Librarian of the Payne 
Whitney Psychiatric Clinic, New York 
City, from 1937 until her present assign- 
ment to the Medical School of the Uni- 
versity of Maryland. 


Wayne University 
College of Medicine 

Dr. Edgar H. Norris, dean since 
1939, has been appointed director of 
the proposed Wayne Medical Science 
Center. 

Two teaching fellowships are immedi- 
ately available for students who wish to 
obtain the Master of Science in phar- 
macology. The fellowships carry a yearly 
stipend of $1,424.00 apiece. Address ap- 
plications and inquiries to Professor 
Amedeo S. Marrazzi, Chairman of the 
Department, 1512 St. Antoine, Detroit 
26, Michigan. 


Louisiana State University 
School of Medicine 


Dr. Edward L. Burns, Associate Pro- 
fessor of Pathology and Bacteriology, is 
serving for several weeks as Visiting As- 
sociate Professor of Pathology at Wash- 
ington University School of Medicine in 


St. Louis. 
Dr. Roland A. Coulson has been ap- 
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pointed instructor in biochemistry. Dr. 
Coulson has just returned from service 
with the R.A.F. of Great Britain, where 
he did research work for the Division of 
Nutrition, Air Ministry. 


¢ ¢ 


University of Oklahoma 
School of Medicine 

Louis Alvin Turley, Ph.D., who has 
been professor of pathology since 1908, 
has been made professor emeritus, effec- 
tive September 1. He will continue his 
association with the school doing re- 
search. Dr. Howard C. Hopps, formerly 
assistant professor of pathology at the 
University of Chicago School of Medi- 
cine, has been appointed professor and 
chairman of the department of pathology 
at Oklahoma. 


University of Cincinnati 
College of Medicine 

Swift & Company, Chicago, has given 
a special grant of $50,000 to the Univer- 
sity of Cincinnati for a five year research 
project on proteins and their role in re- 
habilitating persons disabled by nutri- 
tional deficiencies. The study is to be 
carried on at the Hillman Hospital, Bir- 
mingham, Ala., under the direction of 
Dr. Tom D. Spies, associate professor 
of medicine. 


Columbia University 
College of Physicians and Surgeons 

Dr. Frederick F. Yonkman, chief 
pharmacologist at Ciba Pharmaceutical 
Products, has been appointed lecturer in 
pharmacology. Dr. Benvenuto Dino, Lt. 
Col. Army of the Philippines and asso- 
ciate professor of surgery in the College 
of Medicine, University of the Philip- 
pines, has been appointed assistant in 
surgery. 


Meharry Medical College 


Succeeding Dr. Edward L. Turner as 
president—Dr. Turner has resigned to 
enter private practice in Bradford, Penn- 
sylvania, is Dr. M. Don Clawson, direc- 


tor in dental education at Meharry. Dr. 
Murray C. Brown becomes director of 
medical education and professor of pre- 
ventive medicine. Dr. Michael Bent 
will continue as dean of the school. 


Ohio State University 
College of Medicine 

Dr. Charles A. Doan, professor of 
medicine, has been appointed dean, suc- 
ceeding Dr. Hardy A. Kemp, who has 
been on leave for more than two years 
with the Army. He is now executive offi- 
cer, tropical medicine, at the Army Med- 
ical School. Lt. Col. Kemp has been 
made professor of public health and 
hygiene. He will take on teaching duties 
when he returns to the campus. 


¢ 


Medical College of the 
State of South Carolina 

The Medical College, through the 
dean, Dr. Kenneth M. Lynch, has 
launched a drive for a 450 bed teaching 
hospital to be owned by the State and 
operated by the medical college as an 
addition to the clinical facilities now 
available in Roper Hospital. The college 
recently celebrated its 120th anniversary. 
The state budget committee is consid- 
ering the proposal. 


* 


Indiana University 
School of Medicine 

An orthoptic clinic has been created 
at the James Whitcomb Riley Hospital 
for Children, Indianapolis, to provide 
special training for children having diff- 
culty in eye focusing and to supplement 
surgery for correction of crossed eyes. 
The new unit will add to the Indiana 
University Medical Center’s facilities, of 
which the Riley Hospital is a part. 


* 


Medical College of Virginia 

Frederick W. Shaw, professor of bac- 
teriology and parasitology, was recently 
made research professor of bacteriology 
in order that he may devote his entire 
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time to research. J. Douglas Reid, Sc.D., 
associate professor of bacteriology and 
parasitology, became acting head of the 
department effective October 1. 


+ + 
University of Utah 
School of Medicine 


Dr. Louis F. Goodman, professor and 
head of the department of pharmacology 


and physiology in the School of Medi-- 


cine, University of Vermont, has been 
appointed professor and head of the de- 
partment of pharmacology and physiol- 
ogy at Utah. 
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University of South Dakota 
School of Medicine 

The School has launched a state-wide 
movement for the establishment of a 
four year school of medicine. Plans made 
are being presented to district and state 
medical societies, to the Board of Re- 
gents of the University, to the Governor 
and other officials. 
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University of Kansas 
School of Medicine 

Dr. Gordon M. Martin of the Mayo 
Foundation has been appointed to take 
charge of the new department of physi- 
cal medicine. This department was or- 
ganized on November | and will include 
the Department of Occupational Ther- 
apy as well as Physical Therapy. 


University of Rochester 
School of Medicine 


Promotions: Dr. Sidney C. Madden, 
to associate professor of pathology; Dr. 
Robt. R. Sealock, to associate professor 
of physiological chemistry; Dr. Donald 
H. Kariher, to assistant professor of ob- 
stetrics and gynecology. 


University of Toronto 
Faculty of Medicine 

The eighteenth Donald C. Balfour 
lecture in surgery was delivered by Dr. 
B. P. Watson, professor of obstetrics 


and gynecology in Columbia University, 
November 24, 1944. His subject was 
“Puerperal Infection.” 
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University of Cincinnati 
College of Medicine 

As an experiment in acquiring field 
experience in tropical medicine in a 
very limited period, an onchocerciasis 
study group was organized at the Uni- 
versity of Cincinnati. 

Onchocerciasis was chosen in spite of 
the relatively minor importance of this 
disorder because it seemed to offer the 
best opportunity for cooperative work- 
ings of the different departments of the 
College of Medicine in a field study. 
Moreover, two of the men of the group 
had previously done work in onchocer- 
ciasis and had become interested in in- 
vestigative studies in relationship to the 
whole subject of filariasis. 


The surgical, medical, dermatological, 
ophthalmological and pathological as- 
pects of onchocerciasis will be studied. 
With field work it will be possible to 
see the background of the tropical dis- 
ease and to learn the practical difficul- 
ties of control. In addition the group 
hopes to be assigned to a place where 
each could see examples of tropical dis- 
eases in his own particular specialty. 


Through the generosity of the gov- 
ernment of Mexico and in spite of the 
establishment of a controlled program 
of onchocerciasis and limitation of our 
stay, an opportunity was given to study 
this disease. The details were arranged 
through the efforts of Dr. Henry E. 
Meleney, Chairman of the Committee 
on the Teaching of Tropical Medicine, 
Association of American Medical Col- 
leges; Dr. Anthony Donovan, Chief, 
Caribbean Sector, Pan American Sani- 
tary Bureau; and Director of this Con- 
trol Program on Onchocerciasis, Dr. 
Manuel Martinez Baez, Subsecretaria 
de Salubridad y Asistencia Social; Dr. 
José Zozaya, Director, Instituto de 
Salubridad y Intermedades Tropicales ; 
and Dr, Salvador Gonzalez Herrején, 
Direccion General de Epidemiologia 
y Endemiologia. These were all coor- 
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dinated through Colonel Strong, Direc- 
tor of Tropical Medicine, Army School 
of Tropical Medicine and in charge of 
the onchocerciasis work. 

The Cincinnati group left December 
17 to be gone approximately one month. 
The period of the Christmas vacation 
and the short intersemester recess were 
utilized in order to minimize the inter- 
ference with teaching commencements, 
since all of these men are actively en- 
gaged in teaching in the College. The 
following men were selected for the 
study: Dr. William McKee German, 
Associate Professor of Pathology; Dr. 
Leon Goldman, Assistant Professor of 
Dermatology; Dr. Albert Brown, As- 
sistant Professor of Ophthalmology ; Dr. 
Vinton E. Siler, Assistant Professor of 
Surgery; Dr. Virgil D. Hauenstein, As- 
sistant Professor of Medicine; Dr. 
Joseph Heiman, Assistant Professor of 
Gynecologic Surgery. 


University of Vermont 
College of Medicine 

Dr. A. B. Soule, assistant dean, on 
military leave, has resigned. Dr. Bjorne 
Pearson, now associate professor of path- 


ology at Tulane, has been appointed pro- 
fessor of pathology and chairman of the 
department as of July 1, 1945. Dr. 
Nicholas B. Dreyer, professor of phar- 
macology at Long Island College of 
Medicine, has been appointed professor 
of pharmacology to succeed Dr. Louis 
Goodman, who resigned to go to Utah. 
Dr. Sichel has been promoted to a full 
professorship in physiology. 


West Virginia University 
School of Medicine 


David F. Marsh, Ph.D., assistant pro- 
fessor of pharmacology, University of 
Georgia School of Medicine, Augusta, 
has been appointed associate professor of 
pharmacology and head of the depart- 


ment. 
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New York University 
College of Medicine 

Dr. Joseph D. Kelly of the Man- 
hattan Eye, Ear and Throat Hospital, 
has been appointed professor and chair- 
man of the department of otorhinolaryn- 
gology. 


Hippocratic Oath — Modern Version 


I solemnly promise, in the presence of all these witnesses, that in the spirit of the 
Great Physician I will fulfill according to my ability and judgment this oath and this 


covenant: 


To hold in all deserved respect those who have taught me the science and art of 
medicine and to share all that I may learn hereafter with others of the medical profession. 
I will apply dietetic, hygienic, and therapeutic measures for the benefit of the sick 
according to my ability and judgment; I will do my best to keep them from harm and 


injustice. 


I will neither give a lethal dose to anybody if asked for it, nor will I make a sug- 
stion to this effect. Similarly 1 will not give to a woman an abortive remedy, except 
in accord with medical ethics. From any base uses I will guard my life and my art. 
I will not undertake any medical or surgical procedure for which I am not trained, 
but will call upon such men as are qualified for this work. 
Into whatever houses I may enter, I will go only for the benefit of the sick, remain- 
ing free of all intentional injustice, of all mischief, and in particular of all immoral 


conduct. 


I will not knowingly and unjustly, by speech or by silence, diminish the trust reposed 


in another physician by his patients. 


What I may see or hear in the course of the treatment or even outside of the treat- 
ment in regard to the life of men, which on no account should be spread abroad, I will 


keep secret. 


If I fulfill this oath and do not violate it, may it be granted to me to enjoy life and 
art, being honored among men for all time to come; if I transgress it and swear falsely, 


may the opposite of all this be my lot. 


Wincate M. Jounson 
Bowman Gray School of Medicine. 
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General News 


Baruch Committee on 
Physical Medicine 

The Administrative Board of the 
Baruch Committee on Physical Medicine 
has announced the granting of an addi- 
tional total sum of $185,000, which is 
being given by Mr. Bernard M. Baruch 
for the further advancement of the pro- 
gram in physical medicine and the physi- 
cal rehabilitation of those disabled in 
the war. This sum has been divided into 
seven grants as follows: $50,000 to the 
Massachusetts Institute of Technology, 
$40,000 to the Medical School of the 
University of Minnesota, $30,000 to the 
Medical School of Harvard University, 
$30,000 to the Medical School of the 
University of Southern California, $15,- 
000 to the Medical School of the State 
University of lowa, $15,000 to the Med- 
ical School of the University of Illinois, 
$5,000 to Marquette University Medi- 
cal School. 

The grants to Massachusetts Institute 
of Technology and the University of 
Minnesota are in addition to the gift 
of $1,100,000 made by Mr. Baruch in 
April of 1944, at which time grants were 
made to Columbia University College of 
Physicians and Surgeons, New York 
University College of Medicine, the 
Medical College of Virginia and for 
minor research and fellowship programs 
for the advancement of physical medi- 
cine. 

The present gift to Massachusetts In- 
stitute of Technology is in support of a 
five year program of training and re- 
search in electronics, instrumentation 
and physics in relation to medicine, to 
be carried on under the auspices of the 
Department of Biology and Biological 
Engineering. It was the conviction of 
the Scientific Advisory Committee of the 
Baruch Committee on Physical Medicine 
that Baruch Fellows and other physicians 
should have more than a superficial 
knowledge of the physics and technology 
underlying the physical methods and in- 


strumentation used in this field and it 
was suggested that training in this aspect 
might effectively be centered at the 
Massachusetts Institute of Technology. 
The program will be under the general 
supervision of Dr. Francis O. Schmitt, 
head of the department of biology and 
biological engineering and under im- 
mediate supervision of Dr. K. S. Lion, 
assistant professor of applied biophysics, 
who is an expert in physical instrumenta- 
tion. 

The grant of $40,000 to the Univer- 
sity of Minnesota is to support the de- 
velopment of a three year teaching and 
fellowship program in physical medicine. 
The primary objective of the program 
is to be the furtherance of fundamental 
training of research workers and teach- 
ers. The program has as its basis the de- 
velopment of scientists in the field of 
physical medicine. As an auxiliary to 
this basic training will be developed fa- 
cilities for the training of clinicians and 
technicians. 

The other grants have been allocated 
from the fund of $200,000 given by Mr. 
Baruch in April. The sum of $30,000 
was granted to Harvard University 
Medical School for establishment of a 
three year program to provide fellow- 
ship or residencies to be used for the 
benefit of qualified physicians who are 
selected to be trained in this field. This 
sum will be administered by a strong 
standing committee on physical medicine 
recently appointed by Dean C. Sidney 
Burwell of the Harvard Medical School, 
composed of Drs. J. B. Ayer, D. Denny- 
Brown, W. T. Green, J. H. Means, A. 
L. Watkins and E. M. Landis (Chair- 
man). Appointments to the fellowships, 
which generally carry stipends of $2,500 
will be made annually but may be re- 
newed to provide up to three years of 
specialized study and research. Em- 
phasis will be placed on training a few 
men in basic research and clinical in- 
vestigation. 
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Unusual opportunities for clinical ex- 
perience and research in the psychologic 
and psychiatric aspects of physical medi- 
cine will be available at Harvard. The 
first year will be wholly, or in part, de- 
voted to basic research related to physi- 
cal medicine in one of the preclinical 
sciences such as physiology, anatomy or 
biophysics. The second year will be spent 
in clinical training in physical medicine 
at the Massachusetts General Hospital 
and other hospitals affiliated with the 
Harvard Medical School. In the third 
year, fellows will be assistants in phys- 
ical medicine with clinical responsibili- 
ties. For candidates with extensive pre- 
vious training, one year clinical fellow- 
ships will also be granted. Applicants 
must have an M. D. degree from an ap- 
proved medical school and a minimum 
of one year of internship in an approved 
hospital. Applications may be obtained 
from the Dean, Harvard Medical 
School, 25 Shattuck Street, Boston 15, 
Massachusetts. 


The sum of $30,000 is granted to 
the University of Southern California 
to inaugurate a program of teaching and 
research in physical medicine in its medi- 
cal school. The sum of $15,000 is 
granted to the University of Illinois to 
inaugurate a teaching program in phys- 
ical medicine at its medical school. The 
sum of $15,000 is granted to the Medi- 
cal School of the University of Iowa to 
assist in a joint research and teaching 
program concerning the effectiveness of 
different methods of applying heat to the 
deep tissues of the human body. Finally, 
the sum of $5,000 is granted to the Med- 
ical School of Marquette University for 
continuance of research in the physiology 
and pathology of nerves and muscles as 
related to physical medicine. 


In discussing these grants, Dr. Frank 
H. Krusen, the director of the Baruch 
Committee, pointed out that Mr. Baruch 
had been particularly interested in the 
important field of electronics as applied 
to medicine and he said that the center 
at Massachusetts Institute of Technol- 
ogy gave promise of revolutionizing the 
application of electronics in the diagnosis 
and treatment of the sick. Dr. Krusen 


expressed gratitude concerning the estab- 
lishment of fellowships in physical medi- 
cine at Harvard and mentioned the ad- 
vantage to the field of physical medicine 
in having this great center assume leader- 
ship in the training of fellows. He also 
stated that the aid given to the Univer- 
sity of Minnesota and the University of 
Southern California would extend the 
activities of the Baruch Committee into 
the midwest and far west and thus tend 
to strengthen this important program. 
Doctor Krusen announced that the Ad- 
ministrative Board does not contemplate 
the recommendation of any further large 
grants for the establishment of additional 
departments of physical medicine in our 
medical schools. He said that the Baruch 
Committee would now turn its main at- 
tention toward the adequate development 
of the centers already established, toward 
providing advice in the organization of 
proper teaching of physical medicine in 
medical schools and, through its Com- 
mittee on War and Postwar Physical 
Rehabilitation and Reconditioning would 
attempt to promote proper development 
of physical medicine in the rehabilitation 
and reconditioning of both military and 
civilian casualties of war. The Board 
agreed that Mr. Baruch’s gifts had 
served as a means of providing prompt 
coordination of the entire program for 
rehabilitation of our wounded and for 
the provision of the trained personnel 
so greatly needed in activating this 
program. 


* ¢ 


Visual Education 


The British Information Service has 
prepared selected films for educational 
purposes. All these films are 16 mm. 
sound films and are available through 
offices of the BIS in New York, Chi- 
cago, Hollywood, New Orleans, San 
Francisco and Washington. The service 
charge is 50c for the first reel and 25c 
for each additional reel in the same ship- 
ment. This service charge goes to the 
commercial film library that ships, in- 
spects and repairs these films. 


The two films of most interest at the 
present time are “Psychiatry in Action” 


| 
WW) 
3 


{61} 


and “Life Begins Again.” Both films 
deal with rehabilitation. The titles of 
other films available are: ““Man Wound- 
ed;” “Health in War;’ “Malaria;” 
“Blood Transfusion;’ “Men in Dan- 
ger;” “Plastic Surgery in Wartime.” 

Write to: British Information Serv- 
ice, 30 Rockefeller Plaza, New York 
20, N. Y., for further information. 


¢ ¢ 


Spencer “Bright Line” Hemacytometer 


This apparatus is an indispensable aid 
to physicians, hospitals and clinical lab- 
oratories. Medical students will find it 
superior to other similar instruments. 
The counting chamber is a single piece 
of glass with two counting areas. It 
has supports to hold the cover glass the 
proper distance above these areas and a 
concave indentation on the back. Metal 
is deposited on the glass counting areas 
in a very thin semi-transparent layer 
and the lines are then ruled through 
the metal. This metal coating is then 
fused into the glass. Even distribution 
of corpuscles is a necessity for precision 
counts. This apparatus is a real aid to 
precision and ease of manipulation and 
increases its value. It ensures superior 
visibility. 


Conference on Premedical Education 


This conference will be held some 
time in April, 1945, at Union College, 
Schenectady, N. Y. Representatives of 
premedical colleges and medical schools 
will be invited to attend the conference. 
The final program has yet to be com- 
pleted, but authoritative spokesmen of 
appropriate interests will speak on: Ob- 
jectives, both scientific and humanistic of 
premedical education. Veterans, their 
problems in entering premedical train- 
ing; aptitude and other psychological 
tests for the selection of premedical stu- 


dents; personnel guidance for premedical 
students; liaison between premedical and 
medical colleges. 


Health and Medicine Films 


The British Information Services, 30 
Rockefeller Plaza, New York 20, N. Y., 
has available for use by medical schools, 
at a very nominal cost, a number of 16 
mm. sound films presenting subjects of 
interest and value from the standpoint 
of education. Some of the titles are: 
Psychiatry in Action; Health in War; 
Life Begins Again; Malaria; Men in 
Danger; No Accidents; Plastic Surgery 
in Wartime; Rat Destruction; Scabies; 
Blood Transfusion. Some films run 9 
minutes; some for 39 minutes; one for 
67 minutes. Prices range from $9.50 
to $67.50. Besides the New York office, 
there are offices in Chicago, San Fran- 
cisco; Hollywood, California; New Or- 
leans. Two weeks’ notice must be given. 


¢ 


Internships 


Member colleges are urged to file in 
the office of the Association any infor- 
mation they may have on internships, 
especially those which are not what they 
should be. Often a graduate will inform 
his alma mater that his internship is not 
satisfactory. If this information is sent 
to the office of the Association, it will 
help to get a resurvey made of the hos- 
pital and, perhaps, a_ reclassification. 
Colleges should notify their graduates 
to report on their internships. 


American Public Health Association 
The third Wartime Conference and 

74th annual meeting of the Association 

Se in Chicago, September 17- 
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Book News 


Modern Clinical Syphilology: 
Diagnosis, Treatment, Case Study 


By John H. Stokes, M.D., Professor of 
Dermatology and Syphilology, Herman Beer- 
man, M.D., and Norman R. Ingraham, Jr., 
M.D., Assistant Professors of Dermatology 
and Syphilology, School of Medicine, Univer- 
sity of Pennsylvania. Ed. 3. W. B. Saunders 
Company, Philadelphia. 1944. Price, $10. 

A full fledged, near encyclopedic collabora- 
tion; comprehensive; vivid and readable as 
well as factually authoritative and up to 
date; reasonable reflective of the authors’ 
views and of the literature; approximately 
75 per cent rewritten. The chapter on de- 
toxicants and penicillin probably is the first 
textbook summation that makes accessible in- 
formation on this agent in the field of syphi- 
lology. A notable feature: the large number 
of case reports; the many fine illustrations 
and tables giving comparative diagnoses, and 
statistical information of value. Apparently, 
the authors have not omitted anything bear- 
ing on syphilis. A book to be highly recom- 
mended. — 


The Art of Resuscitation 


By Paluel J. Flagg, M.D., Chairman, Com- 
mittee on Asphyxia, American Medical As- 
sociation; Anesthetist to numerous hospitals. 
Rheinhold Publishing Corporation. New 
York. 1944. Price, $5. 


An attempt to tell what to do when faced 
by an acutely asphyxiated patient about to 
die. The author, with his many years of ex- 
perience in this work, is competent to discuss 
this topic and to present ways and means of 
accomplishing the objective of the book. As- 
phyxia is discussed from every angle, as a 
general problem, as a specific problem, prin- 
ciples of resuscitation; as a problem in the 
Army, the Navy, in civilian defense, in den- 
tistry; as an economic problem of public 
health. The author believes that the coordina- 
tion of gas therapy is a problem of medical 
education. Therefore, he outlines a course to 
be given in the first, second and third years 
by integration with the subjects usually given 
in these years. Instructions for technicians 
are given, the signs of death are enumerated. 
Judicial electrocution is discussed in an ap- 
pendix. An extensive bibliography is pre- 
sented at the end of the book. 


* ¢ 


Interns Handbook: 

A Guide, Especially in Emergencies, for the 

Intern and the Physician in General Practice 
By Members of the Faculty of the College 

of Medicine, Syracuse University. Under the 


direction of M. S. Dooley, M.D., Professor 
of Pharmacology, and Maynard E. Holmes, 
M.D., Professor of Clinical Medicine. Ed. 3. 
J. B. Lippincott Company, Philadelphia. 
1944. Price, $3. 

This book is highly commendable. It con- 
tains so much valuable information, and 
help, in small compass, that it is impossible 
to select any one feature for commendation. 
The intern can hardly do without it. The 
practitioner will find it helpful in his daily 
work. It is a real “must” book—must have. 


¢ 


Physiology in Health and Disease 


By Carl J. Wiggers, M.D., Professor and 
Director of the Department of Physiology, 
Western Reserve University School of Med- 
icine. Ed. 4. Lea & Febiger, Philadelphia. 
1944. Price, $10. 

Reflects the advantages in the physiologi- 
cal interpretation of disease and the changes 
in the teaching of physiology. In order to 
include a great amount of new material re- 
lating to war physiology and yet not increase 
the size of the book unduly, many topics and 
sections have been rearranged, rephrased, 
condensed or placed in smaller type. Many 
portions have been greatly enlarged and sev- 
eral new chapters have been introduced. 
Over 1,000 new references to original ar- 
ticles, monographs and reviews have been 
added and the number of illustrations has 
been increased. In its present form the work 
presents a great mass of material so organ- 
ized as to make the essential facts readily 
accessible. Here is a combination of funda- 
mental principles and practical applications. 


¢ 


A Method of Anatomy: 
Descriptive and Deductive 


By J. C. Boileau Grant, M.C., M.B., Ch.B., 
F. R. C. S. (Edin), Professor of Anatomy, 
University of Toronto. Ed. 3. The Wil- 
liams & Wilkins Company, Baltimore. 1944. 
Price, $6. 

Revised and enlarged. Its dominant fea- 
ture is the correlation of facts, the presenta- 
tion of anatomical regions and units. The 
salient points of structure and function are 
brought out by numerous clear line drawings. 

The new “Anatomy” is enlivened and 
clarified by 750 original diagrammatic draw- 
ings, which are readily retained in the mem- 
ory and develop the ability to reason 
anatomically. One hundred new illustrations 
have been added, and a number that ap- 


peared in the second edition have been im- 
proved or replaced. 
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Manual of Human Cross Section Anatomy 


By Dudley J. Morton, M.D., Associate Pro- 
fessor of Anatomy, College of Physicians and 
Surgeons, Columbia University. The Wil- 
liams & Wilkins Company, Baltimore. 1944. 
Price, $6. 

Ninety sections of the human body and six- 
teen key figures for orientation. Important 
relationships of any region can be covered 
quickly and, as the sequence of sections is 
followed, to visualize continued or changing 
relationships. Blood vessels and nerves are 
included, with appropriate guide lines for 
identification; also charts for sensory areas 
in relation to cutaneous nerves and for 
arterial anastomoses about the larger joints. 
Students of anatomy will find this book a 
great help. 


* ¢ 


Soldier to Civilian: 
Problems of Readjustment 


By George K. Pratt, M.D., Physical Ex- 
aminer, U. S. Armed Forces, Induction Cen- 
ter, New Haven, Connecticut. Foreword by 
George S. Stevenson, M.D., Medical Direc- 
tor, The National Committee for Mental 
Hygiene. Whittlesey House, McGraw-Hill 
Book Co., Inc., New York. 1944. Price, $2.50. 

The returning American soldier needs help 
to readjust himself. For anyone who wishes 
to give that help, this book will be of service. 
The author is well qualified to speak on the 
subject. He writes in simple, understandable 
language, and gives many concrete sugges- 
tions to meet the situation. The problem of 
the returning soldier is apt to be a serious 
one and will need careful handling. 


¢ ¢ 


Proteins and Amino Acids: ‘ 
Physiology, Pathology, Therapeutics 


Published by the Arlington Chemical Com- 
pany, Yonkers 1, N. Y. 1944. 

Prepared under the supervision of the 
scientific staff of the A. C. Co. for distribu- 
tion to physicians. It is a critical review 
made as a contribution to the study of nutri- 
tion. Biblographic references are given. A 
very interesting 


Synopsis of Clinical Laboratory Methods 


By W. E. Bray, M.D., Professor of Clinical 
University ‘of Virginia. Ed. 3. 
The C. V. Mosby Company, St. Louis. 1944. 
Price, $5. 

Medical students will find this a very use- 
ful book. It has been completely revised and 
brought up to date. It covers the entire field. 
Illustrations are numerous and useful for in- 
terpretation. There are 20 color plates. The 
book can be carried in the pocket, which is 


Control of Pain in Childbirth 


By Clifford B. Lull, M.D., Clinical Profes- 
sor of Obstetrics, Jefferson Medical College, 
and Robert A. Hingson, M.D., Surgeon, U. 
S. Public Health Service. With an introduc- 
tion by Norris W. Vaux, M.D., Obstetrician- 
in-Chief, Philadelphia Lying-In Unit, Penn- 
sylvania Hospital. J. B. Lippincott Company, 
Philadelphia. 1944. Price, $7.50. 

A very timely book, well written, beauti- 
fully illustrated; not too large and very com- 
plete. What anesthetic should be used; what 
procedure of anesthesia or analgesia should 
be followed. The book sets up a bridge of 
communication between the specialty of an- 
esthesia and the specialty of obstetrics. It 
stresses the necessity of teamwork between 
these two departments if the well being and 
comfort of the mother and baby are to be 
conserved. The pharmacodynamics of drugs 
to be used is discussed fully, thus stressing 
the need for safety in the administration of 
any agent to be used in obstetrics if pain 
is to be controlled safely. 


¢ 


Lectures on Diseases of Children 


By Sir Robert Hutchison, M.D., Consult- 
ing Physician to the London Hospital, and 
Alan Moncrieff, M.D., Physician to the Chil- 
dren’s Department, Middlesex Hospital. Ed. 
9. The Williams & Wilkins Company, Balti- 
more. 1944. Price, $6.75. 

Revised; some parts rewritten, others de- 
leted. The principal alterations will be found 
in relation to infections in the newborn, the 
treatment of infantile diarrhea, the cause and 
treatment of celiac disease, of thread worms, 
the types of congenital heart disease and the 
story of the Rhesus factor. 


Practical Anesthetics 


By J. Ross Mackenzie, M.D., Lecturer on 
Anesthetics, University of Aberdeen; with a 
foreword by W. C. Wilson, M.B., Ch.B., 
Regius Professor of Surgery, University of 
Aberdeen. The Williams & Wilkins Com- 
pany, Baltimore. 1944. Price, $3. 

A useful guide for students and the teacher. 
Practical considerations are emphasized. 
Based on a long and extensive experience. 


Combined Textbook of Obstetrics 
and Gynecology 


Revised by J. M. Munro Kerr, M.D., Pro- 
fessor Emeritus, Glasgow University, and 
eight specialists in these fields. Ed. 4. The 
Williams & Wilkins Company, Baltimore. 
1944. Price, $12. 

Revised; 511 illustrations, some in color, 
and numerous roentgenograms. An excellent 
reference work. 
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Personal Mental Hygiene 


By Dom Thomas Verner Moore, O.S.B., 
M.D., Ph.D., Professor of Psychology and 
Psychiatry, Catholic University of America. 
Grune & Stratton, New York. 1944. Price, $4. 

Presenting various attitudes of mind, ideals 
and principles which may be of value to the 
individual confronted with the difficulties of 
life; points out the possibilities of the or- 
dinary emotional adjustments, illustrated by 
an analysis of clinical material and of vari- 
ous historical and literary personalities. 


American Medical Practice: 
In the Perspectives of a Century 


By Bernhard J. Stern, Ph.D., Lecturer in 
Sociology, Columbia University. The Com- 
monwealth Fund, New York. 1944. 


Story of the reciprocal interplay between 
social, technological and economic forces and 
medicine. 

The author begins his story with a broad 
description of the social and industrial con- 
ditions that prevailed in the United States 
early in the nineteenth century, and against 
this background he outlines in high relief the 
characteristics of the medical education and 
practice of the period. He then traces the 
evolution of the social and economic world 
of today, revealing the effects which the 
growth of machine production, industrial 
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urbanization and economic concentration 
have had on the health of the people. Parallel 
to this development, the author sketches the 
concurrent growth of the science of medi- 
cine, the increasing costs of its services, the 
increasing duration and costliness of medical 
education, the growth of specialization, the 
phenomenal development of the modern hos- 
pital, and the extent of the present distribu- 
tion of medical care. 


Medical Uses of Soap: 
A Symposium 

By Ten Writers. J. B. Lippincott Company, 
Philadelphia. 1944. Price, 33. 

This collection of articles forms a sym- 
posium on the medical uses of soap. They 
answer many questions as to the effects of 
soap on the normal skin and hair, on the 
abnormal skin, the effects of soaps used in 
shaving and shampooing and irritation pro- 
duced by soap under various conditions. 


¢ 


Aids to Orthopedic Surgery 

By I. E. Zieve, F.R.C.S. (Eng.), Surgical 
Registrar Charing Cross Hospital. 
Williams & Wilkins Co., Baltimore. 1944. 
Price, $1.75. 

A very good little book. Every student 
should have a copy of it for every day use 
during his clerkship. 


New (2d) Edition 


Just Ready 


DISEASES OF THE DIGESTIVE SYSTEM 


Edited by SIDNEY A. PORTIS, B.S., M.D., F.A.C.P. 
Associate Professor of Medicine, University of Illinois 
Medical School (Rush); Chicago, Illinois 


Octavo, 932 pages, illustrated with 182 engravings. Cloth, $11.00 


The book has been completely revised and reorganized to meet the 
needs of students and teachers in the field. The revision of the text and 
the clarity of the treatment will be welcomed by the general prac- 
titioner. This new edition lays a solid foundation for a clear under- 
standing of psychosomatic aspects of gastrointestinal symptoms. The 
modern gastroenterologist must become thoroughly ingrained with 
this point of view. To him, and to others, this second edition offers 
the most complete work that has yet been published in this field. The 
fifty contributors have been most carefully selected. Each has to his 
credit real achievements in this field and each has made a special study 
of that branch of the subject which he discusses. 


Washington Square LEA & FEBIGER philadelphia 6, Pa. 
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